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THE APPOSABLE THUMB* 


By Srr Water LAaNnGpon-Brown, M.D. Camb., 
D.Se. Oxfd, F.R.C.P., LL.D. 
EMERITUS PROFESSOR OF PHYSIC IN THE UNIVERSITY OF CAM- 
BRIDGE ; CONSULTING PHYSICIAN TO 8ST. BARTHOLOMEW’S 
HOSPITAL, LONDON 


Tuat by virtue of the apposable thumb monkey 
became man is no mere metaphor. The human hand 
returns its benefits with usury ; yet all too often the 
insolence is taught that except in sports the mind 
should drop the acquaintance of the hands. Thus 
in effect spoke Sir Clifford Allbutt a quarter of a 
century ago when deploring the divorce of medicine 
from surgery. I must begin by confessing the sins 
of the physicians in the past, and shall discuss the 
history of that severance my predecessor so greatly 
lamented, as a chapter of a still larger issue, the 
separation of philosophy from craftsmanship. 

When the mudfish first crawled on to land by the 
aid of its spiky fins the rhythmic movements which 
hitherto had been so serviceable in balancing it in the 
water now became a hindrance. Conformably with 
new demands new structures developed ; the brain 
took a leap forward to form a neo-pallium one of the 
earliest functions of which was to inhibit unnecessary 
automatic movements. But so deeply had rhythm 
been imposed on the older nervous structures that to 
this day if through hemiplegia a child loses that higher 
control, we see in athetosis his arm imitating the 
movements of a fish’s fin in swimming. Elliot Smith 
pointed out that the more intelligent animals are 
those which have been able to shorten their noses 
sufficiently to bring their eyes to look forward and 
thus achieve binocular vision. This stereoscopy 
encourages the testing-power of touch and so the 
evolution of the hand. The final stage was the 
capacity of the thumb to be apposed to the fingers ; 
thus the human hand was born. 


* * * 


The association between brain and hand is close. 
By what mischance then did a partnership so pleasant 
and so fruitful undergo any severance in the intellec- 
tual life, a severance which for centuries retarded the 
science of the healing art? To answer this we must 
turn to consider the conditions under which the 
universities arose. 

In almost the darkest part of the Dark Ages Pope 
Vitalian sent as Archbishop of Canterbury Theodore, 
a Greek monk from Tarsus. He established a school 
at Canterbury, and from this school our written 
literature in English took its birth. Bede’s youthful 
training and long tranquil life was spent at Jarrow 
where he introduced Archbishop Theodore’s teaching 
of Greek. Jarrow must have been in those days an 
oasis of civilisation amid a barbaric wilderness. This 
led King Egbert to establish his school at York. His 
most distinguished scholar was Alcuin who became 
the chief adviser of Charlemagne in all matters 
religious and literary. It was under his influence that 
Charlemagne established the monastic and cathedral 
schools on the continent, the seeds of the medieval 
universities. They were not founded but just 
grew out of Charlemagne’s cathedral schools and a 
sudden passionate desire for learning that was born 


* Abridged from the Thomas Vicary lecture delivered before 
the Royal College of Surgeons of England on Nov. 30. 
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with the twelfth century. Considering the difficulties 
of transport, an astonishing thing about the Middle 
Ages is the degree of mobility displayed by the wander- 
ing scholars who flocked hither and thither according 
as the reputation of some teacher waxed or waned. 
Since Latin was the universal language of scholars 
there was no confusion of tongues. When Abelard 
withdrew in disgrace and bitterness of soul to build a 
hut on a heath near Troyes, a flourishing community 
sprang up there almost in a single night, leaving Paris 
deserted, so great was his fame as a teacher. 
* o* * 


The word universitas originally signified not the 
studium or school but a guild or trades union formed 
for self-protection either by the teachers, as at Paris, 
or by the students themselves, as at Bologna. The 
feuds of Town and Gown were therefore innate in 
the system, for the towns both hated the students 
and were dependent on the money they brought. 

At this stage the university was as Schachner says, 
“an intangible affair, a thing of the spirit and there- 
fore infinitely powerful.” At any time masters and 
pupils could close down and journey to a more hos- 
pitable city with no more than their knapsacks, leav- 
ing financial disaster behind them. This weapon was 
repeatedly used with serious consequences until 1499 
when King and Parliament abruptly forbade the 
cessation of the University of Paris and won the day. 
But by this time the universities had given valuable 
hostages to fortune and the secular authorities could 
confiscate their buildings and endowments. 

In England the rise of Oxford was one of the results 
of the historic quarrel between Henry II and Thomas & 
Becket. As the clergy rather naturally sided with 
the Archbishop, the King somewhere between 1165 
and 1169 ordained that no cleri¢ should cross the 
Channel except by his permission and that all clerks 
abroad should return or lose their revenues. In 
reply the King of France expelled the English scholars 
from Paris. Returning they were attracted to the 
little studium of Oxford and settled there, modelling 
it closely on the lines of the University of Paris. In 
1209 a feud between town and gown ended in the 
master and students, some 3000 strong, deserting 
Oxford for Cambridge and Reading. When the 
quarrel was settled in favour of the university, as in 
those days it always was, many of the migrants to 
Cambridge remained there, though Reading had to 
wait till the present century before again becoming a 
university. 

. * * * 

I may be forgiven if I now proceed to illustrate my 
theme mainly from the history of my own University 
of Cambridge. It was Hugh de Balsham, Bishop of Ely 
who first took steps to introduce the collegiate system 
there. But for the beginnings of the collegiate 
system we must return to Paris. Much as the roys- 
terers may have enjoyed their liberty, the more serious 
students began to band together to hire a communal 
house. By the middle of the thirteenth century the 
great majority of middle-class students lived in halls 
under the control of Masters. To counter-balance 
the influence of the teaching monasteries the College 
of the Sorbonne was founded, and this Oxford and 
Cambridge took as their model. It is curious that 
with this start the collegiate system should have 
dwindled in Paris and only reached its full develop- 
ment in Oxford and Cambridge. 

It happened that in 1135, before university hostel 
or college was in existence, the hospital of St. John 
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was founded in Cambridge for a community of Augus- 
tinian canons. They were granted an unpromising 
site towards the north of the town where the river 
Cam curves from its northward course and turns east. 
They soon made it pleasant with buildings, gardens 
and an orchard. The infirmary of the hospital 
remained till 1863 when it was pulled down to make 
room for Sir Gilbert Scott’s chapel of dull Victorian 
Gothic. Hugh de Balsham who had become Bishop 
of Ely in 1257 obtained the royal licence to introduce 
into this hospital a certain number of the scholars 
who were now flocking to the university, but un- 
fortunately the brethren and the scholars quarrelled 
incessantly. The original versions of Aristotle set 
free from Constantinople in 1204 were exciting pro- 
found interest everywhere, and had given impetus to 
a new form of learning—the old and the new were 
incompatible, and as has happened repeatedly, the old 
won. Balsham, who was both enlightened and deter- 
mined, did not give up his scheme. He secured two 
houses adjacent to St. Peter’s Church (now Little 
St. Mary’s) put his scholars in there and called it 
Peterhouse. Thus the Collegiate system began at 
Cambridge in 1284, twenty years after Walter de 
Merton had started it at Oxford, and thus the quarrel- 
some monks lost for my first college the honour of 


being the oldest. For the Hospital of St. John 
gradually deteriorated, always seeking academic 


privileges and yet remaining independent ; discipline 

was lax and scandals abounded till finally Pope 

Julius II dissolved it in 1510. Pheenix-like, however, 

owing to the benefaction of Lady Margaret, mother of 

Henry VII, and the exertions of Bishop Fisher, the 

Hospital was reborn a year later at St. John’s College. 
* * . 

By this time scholars had ceased to wander. The 
medieval church had never much approved of these 
wanderings. The mind of the Church was static, it 
regarded truth as static. No doubt the stability of 
the Church went far to stabilise Europe, but to confine 
the human mind is always dangerous and in time 
brings its own penalty. It must be admitted that 
many of these wanderers were anti-clerical. There 
was indeed a wave of anti-clericalism in the early 
thirteenth century to which two main influences 
contributed, one religious, the other royal. An 
injunction was laid down that no monk or canon 
regular was to read medicine, but the Franciscans 
did, and R. zer Bacon, himself a Francisean and the 
first English natural scientist, declared that chemistry 
was the basal science for a physician. The royal 
influence was the Emperor Frederick II, who was 
always ready for a contest with the Papacy. Salerno, 
well situated, free from malaria and possessed of 
mineral springs had for centuries been a health resort, 
and the physicians followed the patients thither. 
As early as the tenth century there was a flourishing 
medical school there and in 1231 Frederick II ordained 
that a licence to practise in the Kingdom of the Sicilies 
could only be obh*ained after study and examination 
therein. He insisted on a preliminary study of logic, 
and then dissection of corpses (which he had no diffi- 
culty in providing) combined with clinical work and 
the reading of Hippocrates and Galen. Students 
were not granted appointments until they had prac- 
tised a full year beside an experienced physician. 
It all sounds astonishingly modern. Unfortunately 
his quarrels with the Papacy rent the world, and when 
he died in 1250 the Papacy had won. Thus we 
approsch the second phase of the Middle Ages when 
authority was passionately felt to be necessary for 
the stability of Europe. The spirit of domination 


spread to science with disastrous results. 
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What was the attraction of scholasticism to the 
human mind ? In essence it was an attempt to push 
reasoning by the apparatus of logic to its utmost 
extreme. The things that come into the mind are not 
to be taken for what they seem without some correc- 
tive observational and experimental tests of their 
validity. The medizval schoolmen applied no such 
corrections ; indeed authority forbade such tests. 

We may proceed to inquire what were the oppor- 
tunities for medical education under the conditions 
which then prevailed. In early times before the 
universities existed, the art of medicine was practically 
controlled by the Church, but in 1131 the Council of 
Rheims prohibited the regular clergy from devoting 
their attention to physical compositions. I am not 
clear what this exactly implies but as after this they 
confined themselves to prescribing medicines, it 
suggests that even at this early stage any kind of 
craftsmanship was looked at askance. Nothing | 
believe is known of a medical school earlier than that 
of Salerno, and of which the traditions were Greek 
based on the Hippocratic writings. For the rest 
medicine was dependent on Arabic writings and 
translations. The origin of Arabian medicines is 
curious. When the Nestorian Christians were 
expelled from Constantinople they settled first in 
Edessa and then moved farther east to Baghdad. 
The Sultan, being cured by a physician among them, 
induced some of his court to interest themselves in 
the learning these refugees had brought ; one of the 
first fruits of which was a translation of Galen into 
Arabic somewhere between A.D. 820 and 873. 


* * * 


It is becoming rather fashionable to-day to deni- 
grate the renaissance, but so far as medicine is con- 
cerned, things were in a parlous state prior to this 
rebirth. The days of the wandering scholars were 
ones of active progress in many ways, but hardly in 
medicine. The universities started as rather revolu- 
tionary anticlerical institutions, but with acquisition 
of wealth they became reactionary. Gradually the 
Popes insinuated that before a university could have 
the power of granting licences to teach anywhere 
in any country it must possess a Papal bull of founda- 
tion. Curiously enough papal influence seems to 
have varied inversely with the distance of a University 
from Rome. Thus Paris was much more under that 
influence than Montpellier or any Italian university. 
Indeed dissection of the human body seems not to have 
been tolerated anywhere north of Montpellier. 

What was it that saved medical science at all during 
that dusk of two centuries after Frederick II’s death 
in 1250? The answer is surgery, which the physicians 
tried hard to repress ! Man shows a fiendish ingenuity 
in turning good to evil, but he also has the capacity for 
extracting good from evil. Thus the invention of 
gunpowder led to the improvement of surgical tech- 
nique, just as did the great war. Yet the University 
of Paris excluded all those that worked with their 
hands. The protest of the surgeons against this is 
an interesting story. They had been snubbed by the 
lordly university-bred physician as artisans. With 
increasing organisation, however, they managed to 
worm themselves into the faculty of medicine, but only 
as scholars to attend lectures. No degree was avail- 
able. But the surgeons were ambitious. In 1491 
they demanded full equality with physicians. The 
faculty retaliated in kind and admitted the barbers 
also. The surgeons did not relish this, and unearthed 
a statute that all lectures should be delivered in Latin, 
which the unlettered barbers could not understand. 
The ingenious doctors got round this difficulty. They 
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gave the lectures twice ; once in Latin to conform with 
the statute, and then in French to conform with the 
meagre learning of the barbers. That broke the 
resistance of the surgeons ; faced with the competition 
of the barbers, they sued for peace. 

But now the renaissance was at hand, and its 
harbinger in England was Erasmus. A great scholar, 
he was also a man of affairs, wise and tolerant. He 
inculeated that spirit of compromise for which the 
English are now renowned. G. M. Young says, “ It 
has always seemed to me that things go well or ill 
with England as the spirit of Erasmus shines clear or 
faint within us.” Yet to read his life is to realise 
the painful shrinking of the scholar, dragged by all 
sense of duty into the noisy arena of international 
politics. Let us gratefully remember that we are the 
freer for his sufferings. 

The year 1511 which saw Erasmus established in 
Cambridge was an important date in the history of 
surgery, for an Act was passed requiring those who 
practised medicine or surgery in England to be licensed 
after due examination by the bishop of the diocese or 
in the case of London by the dean or St. Paul’s. 

Prior to 1514 when Thomas Linacre gave a lecture 

at Oxford, there are scarcely any records concerning 
the study of medicine at either university. After 
this, however, things moved more quickly for in 1518 
the Royal College of Physicians was founded with 
Linacre as its first president and by his will lecture- 
ships were founded in 1524 at both universities- In 
1540 this was followed by the establishment of the 
regius professorships. With such a start as this it is 
disappointing to find how little was achieved. The 
Linacre lectureships at Oxford were shamelessly 
annexed as sinecures, often held by non-medical men, 
until in 1854 the emoluments pertaining to it were 
used to found the Linacre professorship of physiology. 
The history of the Cambridge lectureship is not quite 
so reprehensible, though here too nearly half the 
lecturers were not medical. Still in the nineteenth 
century it was held by such men as Sir Thomas Wat- 
son, John Haviland and Sir George Paget, and since 
1908 it has been made an annual election when a man 
of mark is invited to give a single lecture, Sir William 
Osler being the first under this new dispensation. So 
at long last Linaere’s benefactions have borne fruit. 


* * * 


How can we account for this extraordinary time 
lag in the progress of clinical medicine? Though 
theology dominated the situation, there were two 
distinct schools of thought within its boundaries. 
One was rationalistic, the other mystical. Curiously 
enough it was the rationalist school that was anti- 
scientific, while the mystics were pro-scientific. The 
explanation of this paradox was that rational theology 
was anti-magic and mystical theology was pro-magic. 
And the fundamental cleavage lay not between those 
who would make use of reason and those who would 
not, but between those who could make use of their 
hands and those who refused to do so. This analysis 
makes clear why the severance between medicine and 
surgery was maintained as a special instance of the 
cleavage between philosophy and craftsmanship. 


* * * 


The first man to reinstate craftsmanship into 
medicine was Auenbrugger when he introduced the 
method of percussion in 1761. The son of an inn- 
keeper he understood the importance of knowing how 
much wine there was in a given cask and watched his 
father using the time-honoured method of slapping 
the sides of the cask and noting the resulting sounds. 
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It occurred to him to liken the chest to a wine cask 
and to apply asimilar method. He was also a skilled 
musician, and actually composed an opera which 
delighted the Empress Maria Thérésa ; this implies the 
possession of an acute sense of pitch which must have 
increased his diagnostic skill in distinguishing the 
various notes elicited by percussion. He suffered 
from envy, hatred and calumny and, what is harder 
to bear, simple neglect. Yet this too he seems to have 
taken philosophically, for when Corvisart, afterwards 
physician to Napoleon, read his book and made his 
methods widely known, Auenbrugger then 86 years 
old seemed quite unaffected by his belated fame. 

This was followed by the discovery of auscultation 
by Laennec in 1816, who suddenly thought of applying 
a well-known acoustic fact that if the ear be placed 
against one end of a plank it is easy to hear the scratch 
of a pin at the other. From these homely beginnings 
the whole science of physical signs was built up in the 
early nineteenth century and physicians became no 
longer ashamed to use their hands. The critic may 
observe that for the next fifty years too much atten- 
tion was devoted to correlating these physical signs 
with post-mortem findings, thus focusing attention 
on the end-results in which the patient was no longer 
interested. To this we may justly reply that a sound 
basis of knowledge was thereby obtained which was 
necessary before further advance was possible. Mean- 
while anesthesia and asepsis were completely revolu- 
tionising surgery. Biopsy was giving earlier informa- 
tion than necropsy, and jin the last decade of the 
century clinical pathology added a new weapon to our 
armament. The twentieth century saw the physician 
so surrounded by apparatus that in its midst the 
patient as an individual tended to be lost sight of. 
Thencame the new psychology, swinging the pendulum 
so powerfully in the opposite direction for a time that 
the craft of medicine seemed again in some danger of 
being submerged by a sea of a priori speculations. 
Fortunately this reversion to the medizval methods of 
thought has been halted, and psychology by becoming 
more observational is proving of the greatest value to 
medicine. The conception of a psychosomatic unity 
is thereby becoming current, and the study of the inter- 
actions of mind and body is full of promise for the 
future. 

* ” * 

I would sum up my main argument thus: amid 
the storms of the Dark Ages, the Church was the only 
ark. She had to be sure of herself and make others 
feel sure of her. When in an age of unreason men 
began to rediscover the pleasure of mental exercise 
she saw to it that her postulates were the only pre- 
mises from which such exercises should start. An 
authority was stabilised which maintained that it 
was not only unnecessary but impious to inquire into 
the origin and nature of man or of the universe, since 
all such questions had already been answered by the 
Church. Without curiosity there can be no science, 
and if man uses reason unchecked by observation and 
experiment, reason itself becomes sterile and fallacious. 
In such an atmosphere medicine remained ignorant 
and became arrogant. Medieval craftsmanship found 
sufficient and splendid outlets in architecture, storied 
windows and sculpture that remain to this day a joy 
forus. Butto apply experiment or employ handicraft 
on a being with an immortal soul appeared like high 
treason in the cloisters of speculation and the courts of 
philosophy. Therefore surgery could only be tolerated 
as a painful necessity, painful indeed in view of its 
then orthodox procedures. To escape from such an 
attitude of mind, a different attitude to the whole of 
life was imperative and this the renaissance provided. 


Zz2 


St se cen ghee 8 tae ee 





1208 THE LANCET] DRS. SCADDING AND WOOD: SYSTOLIC CLICKS DUE TO PNEUMOTHORAX 


Yet the door thus opened was not entered at once and 
Harvey’s injunction to seek out the secrets of nature 
by way of experiment was but falteringly followed. 
New ideas seem automatically to excite resistance, of 
which the long drawn-out refusal to surgery of its 
proper status is but one example. But never again 
are we likely to exchange the birthright of the 
apposable thumb for a mess of dialectical pottage. 


SYSTOLIC CLICKS DUE TO LEFT-SIDED 
PNEUMOTHORAX 


By J. G. Scappine, M.D. Lond., M.R.C.P. 


ASSISTANT PHYSICIAN TO THE HOSPITAL FOR CONSUMPTION 
DISEASES OF THE CHEST, BROMPTON ; FIRST ASSISTANT, 
DEPARTMENT OF MEDICINE, BRITISH POSTGRADUATE 
MEDICAL SCHOOL, HAMMERSMITH ; 


AND 


AND 


Paut Woop, M.B. Melb., M.R.C.P. 


PHYSICIAN TO OUTPATIENTS AT THE NATIONAL HOSPITAL FOR 
DISEASES OF THE HEART, LONDON ; FIRST ASSISTANT, 
DEPARTMENT OF MEDICINE, BRITISH POSTGRADUATE 

MEDICAL SCHOOL. 


In the past two years we have observed four cases 
which presented curious and striking extra sounds 
during the cardiae cycle, in association with shallow 
left-sided spontaneous pneumothorax. Observations 
have also been made on the production of similar 
sounds in artificial pneumothorax. It is the 
purpose of this communication to report these 
observations. 


SPONTANEOUS PNEUMOTHORAX 


Case 1 

A man, aged 26, attended the outpatient depart- 
ment at Hammersmith Hospital in June, 1937. 
His history was that ten days previously he had 
noticed a ‘‘ twinge ’’ behind the left shoulder-blade, 
followed by a constant aching pain. This was made 
worse by lying on the back or on the left side and was 
accompanied by slight dyspnoea. Four days later, 
on first waking in the morning, he noticed a “‘ curious 
bumping sensation ’’ in the chest, accompanied by a 
faint sound. This had been present occasionally 
ever since ; it was not made worse by movement but 
seemed rather more liable to appear when he was 
lying down. There were no notable previous illnesses, 
and he came of healthy stock. 

On examination, signs in remarkable harmony with 
the patient’s account of his symptoms were found. 
In the left axillary line, just outside the apex-beat, 
coarse clicks synchronous with the heart-beat were 
heard. They occurred during systole and were 
loudest in deep inspiration. They were audible only 
when the patient was recumbent, and their loudness 
was easily changed by small changes in posture. The 
patient was conscious of their coming and going. The 
only other abnormal sign was very slight weak- 
ness of the breath sounds in the left axilla. Radio- 
graphy showed a very small left-sided pneumothorax 

so small that it was not visible on screen examination, 
requiring a film for its demonstration. There was no 
other abnormality in the radiogram. 

The patient was seen again six weeks later, when 
he said that he had been free from symptoms since his 
previous attendance. However, on ausculation in 
the recumbent posture during deep inspiration, 
clicking sounds similar to those noted before, but 
fainter, were heard; and a radiogram showed that 
the small pneumothorax was still present. Since he 
had nosymptoms and the pneumothorax was regarded 
as a simple non-tuberculous one, he was allowed to 
return to his sedentary occupation. In September, 
1938, a report was received from his doctor that he 
was still free from symptoms, but it has not been 
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possible to persuade him to come to hospital for 
another radiological examination to confirm complete 
re-expansion. 


Case 2 

A lad of 17 was admitted on Nov. 1, 1937, com- 
plaining of a pain in the left side of his chest. A 
month previously he lost his appetite and became 
tired ; ten days before admission he developed a cold 
and stayed at home ; the cold spread to involve his 
chest, and he coughed up yellow sputum occasionally 
tinged with blood; the pain occurred suddenly on 
Oct. 31 while he was walking, and he felt as if some- 
thing in his chest had been torn. 

On examination he was found to be nervous and 
rather thin. The pain in the chest was aggravated 
by deep inspiration and by lying on the left side and 
was relieved by lying on the right side. At the apex- 
beat a peculiar vibration could be felt, and on ausculta- 
tion this was found to consist of a short rough 
systolic element followed by a curious diastolic click. 
These sounds tended to disappear with deep inspira- 
tion and to become louder during expiration. They 
were located over the site of the pain, and this area was 
tender on pressure. There were no other abnormal 
physical signs, the temperature was normal, the 
pulse-rate 70-80, and the respiration-rate 20-24. 
The first suggestion was that the queer noises were 
due to pericarditis. 

A radiogram of the chest was reported as showing 
nothing abnormal. An electrocardiogram revealed 
congenital abnormality of conduction characterised 
by a short P-R interval and a widened QRS complex, 
and further investigations were made in an attempt to 
analyse the mechanism of attacks of paroxysmal 
tachycardia produced by effort and with certain 
drugs. Other laboratory findings were normal. 

On Nov. 11 he had another attack of pain in the 
region of the apex-beat, aggravated by deep breath- 
ing, by movement, and by lying on the left side ; it 
was relieved as before by lying on the right side. The 
peculiar sounds heard on admission returned, and on 
careful analysis the click was found to occur just 
before the second heart sound. 

Because the adventitious noise resembled that heard 
in case 1, the radiogram was reinspected critically, 
and an extremely small pneumothorax was recognised 
over the upper lobe of the left lung. This cleared up 
in a few days, and the abnormal sounds disappeared. 
It must be emphasised that these sounds were rarely 
constant at any time but varied with the position of 
the patient. 


Case 3 

Another young man, also 17, attended the out- 
patient department on Aug. 4, 1938, complaining of 
a peculiar tapping noise synchronous with the 
heart-beat on adopting a “‘ hunched up”’ posture ; 
the noise could be heard by his mother a yard away. 
By now familiar with this symptom, we diagnosed 
spontaneous partial left pneumothorax. 

The history dated from July 26, when a tooth was 
removed under nitrous-oxide anesthesia. The follow- 
ing morning he felt limp and a little breathless, but 
had no pain and no cough. The noise in his chest 
began during the morning of the 27th and continued 
on and off, as described above, until Aug. 16. 

Examination revealed a slightly worried but 
healthy looking young man in no real distress. A 
clicking sound, accompanying cardiac systole, could 
be heard plainly when he adopted a “‘ hunched up ”’ 
posture. Diminished movement, a tympanitic per- 
cussion note, diminished tactile fremitus, poor air 
entry, and weak voice sounds were discovered over the 
left upper zone of the chest, especially high up in the 
axilla. A radiogram confirmed the diagnosis of 
partial left pneumothorax. 

Three days after the click was heard for the last 
time a second radiogram showed complete re-expansion 
of the lung. The clinical, radiological, and laboratory 
findings indicated that the pneumothorax was of the 
idiopathic benign non-tuberculous type. 
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The following case is reported by courtesy of Dr. 
John Parkinson. 


Case 4 

A boy, aged 16, complained of pain in the left 
side of his chest. Up to the time of onset he had 
been perfectly fit. On Dec. 4, 1938, he developed 
a sharp pain in the region of the fourth and fifth 
sternochondral junctions; it radiated upwards 
towards the left clavicle and was aggravated by sudden 
movement, such as bending forwards quickly, but not 
by deep breathing. On the third day he consulted his 
doctor, who put him to bed for three days, during 
which time the pain disappeared, only to return, 
however, when he got up. On Dec. 16 he was 
admitted to the National Hospital for Diseases of 
the Heart. 

Examination revealed a boy who did not look ill, 
and positive findings were limited to the thorax. 
Curious sounds accompanying the heart-beat were 
heard over the fourth and fifth intercostal spaces 
adjoining the left border of the sternum ; they were 
described as clicking or crackling sounds—like variable 
loud bubbles; underlying them could be heard a 
quiet pleuropericardial friction rub. One of us was 
kindly allowed to listen to these sounds and at once 
recognised them. They were loud systolic clicks, 
variable in their time relationship to the two heart 
sounds and significantly altered by change of posture. 
In this case there were signs of partial left-sided 
pneumothorax: slight diminution of movement of 
the left side of the chest and a hyper-resonant per- 
cussion note over the heart. Apart from a slight 
fever (99° F.) no other abnormality was discovered 
clinically. 

The pulse-rate averaged 70, the erythrocyte 
sedimentation-rate measured 2 mm. in an hour by the 
Westergren technique on two occasions, the blood- 
count was normal, and serial electrocardiograms were 
normal. A radiogram revealed partial left-sided 
pneumothorax with a small effusion. 

Recovery was uneventful, except for a recurrence 
of pain accompanied by an increase in the intensity of 
the clicking noises on Jan. 11. The patient was dis- 
charged on the 27th, free from pain, his lung having 
re-expanded and the signs having disappeared. 


To summarise these observations : associated with 
shallow left-sided pneumothorax, extra sounds of 
clicking character have been noted in the cardiac 
cycle, usually best -heard in the region of the apex- 
beat. The sounds were usually single clicks and then 
occurred in the systolic part of the cycle ; occasionally 
a more complex extra sound during systole was heard, 
or an additional less prominent diastolic sound of 
similar character might be heard. In all cases, and at 
all times, the systolic clicking element was the most 
striking. The sounds varied both in intensity and in 
timing with small changes in posture, and in two cases 
were at times loud enough to be audible to the patient 
and to bystanders. The pneumothorax in all cases 
was of the benign non-tuberculous type and was 
absorbed without incident, the sound disappearing 
when the pneumothorax was absorbed or earlier. 
In only one case did fluid-appear in the pneumothorax, 
and this was one of the two in which a diastolic element 
was at one time heard. The clicks have not been 
heard in association with larger pneumothoraces. 


ARTIFICIAL PNEUMOTHORAX 


In four cases of exudative pulmonary tuberculosis 
of limited extent, which were to be treated by left- 
sided artificial pneumothorax, the induction was 
performed with a smaller volume of air than usual and 
careful observation made during and after induction 
for the oceurrence of extra sounds. In two of the 


four cases loud systolic clicks were produced (see 
below). In the other two, though soft extra sounds 
were transiently audible on careful ausculation in 
various postures, they were not striking enough to be 
comparable with the sounds heard in the cases of 
spontaneous pneumothorax. No gross anatomical 
difference, such as the presence of pleural adhesions, 
could be found to account for the production or non- 
production of the sounds. 


Case 5 

In a girl aged 19, a left-sided artificial pneumo- 
thorax was induced for a tuberculous lesion of 
moderate extent at the apex of the left lung. 
During the induction, performed with a needle in the 
fifth intercostal space in the midaxillary line, with 
the patient lying on her right side, it was noted that 
after 25 c.cm. of air had been introduced, a distinct 
click late in systole became audible in the region of the 
apex-beat. When more air was introduced, this 
sound disappeared ; 150 c.cm. in all was introduced 
on this day. 

On the following day, the patient stated that she 
had occasionally noted a “ clicking ’’ sensation in the 
precordium. On auscultation, a sharp scratching 
sound was noted just before the second cardiac sound, 
loudest in the region of the apex-beat, not audible 
more than 2 cm. inside the apex-beat, and loudest in 
inspiration. A refill of the pneumothorax was per- 
formed ; the sound gradually became softer until, 
after about 150 c.cm. had been introduced, it was no 
longer audible. 


Case 6 

In a lad of 19, bilateral apical pulmonary tuber- 
culosis was treated by bilateral artificial pneu- 
mothorax. When the observations recorded below 
were made, the right artificial pneumothorax had 
been established for a fortnight and a good selective 
apical collapse obtained. 

At the induction on the left side only 150 c.cm. of 
air was introduced. After this a systolic “ click ’’ in 
every way similar to that noted in the cases of 
spontaneous pneumothorax was observed. It was a 
sharp sound occurring immediately before the second 
cardiac sound. It was best heard in the fourth left 
intercostal space close to the left sternal margin but 
was still audible at the apex-beat. It was heard only 
when the patient was sitting half propped up on 
his elbows, and it was loudest towards the end of 
inspiration. 

n the following day the patient stated that he had 
been conscious occasionally of a ‘‘ clicking ’’ sensation 
to the left of the sternum. On examination in the 
half propped up position, there was little change in the 
character of the sounds from those noted on the 
previous day, except that the area of maximal loud- 
ness had moved nearer to the region of the apex-beat. 
It was still late in systole—almost synchronous with 
the second sound. It was inconstant in appearance, 
the factors determining its presence not being clear. 
When the patient was placed on his right side, a 
striking change was noted. The click became so 
loud that it could be heard clearly several yards 
from the patient, without. the use of a stethoscope. 
The patient became conscious not only of the sound 
but also of the sensation which he had previously 
mentioned. On auscultation it was noted that the 
sound was now occurring much earlier in systole, 
very soon after the first sound. A refill cf. the 
pneumothorax was then performed; the sound 
steadily diminished in loudness and became later in 
systole. After about 300 c.cm. had been introduced, 
the click became early systolic once more, very soft, 
and heard only at the end of expiration. With 
further introduction of air it disappeared entirely 
and, after the refill of 500 c.cm., could not be detected 
in any posture. 

A rather shallow collapse only was maintained on 
the left side. Twelve days after the induction the 
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patient said that he had felt the “ knock” in his 
chest again. On sitting him up at an angle of about 
40° and inclining him slightly to the left, a distinct 
sound could be heard, even without stethoscopy. On 
auscultation it was found to consist of two parts: the 
first softer click in midsystole and the second louder 
part synchronous with the second sound, rather high- 
pitched, sharp, and resonant. Very slight change in 
position caused the sounds to disappear. With 
further refills of the pneumothorax the sound dis- 
appeared and was not observed again. 


The sounds produced in these cases were similar in 
quality and timing to those observed in the cases of 
spontaneous pneumothorax. Small changes in 
posture made great changes both in the loudness of 
the clicks and in their timing during the systolic 
phase. In case 6, on the day after the introduction 
of 150 c.cm. of air, the sound was clearly audible to 
bystanders when the patient lay in the right lateral 
position. In both cases the introduction of more air 
rapidly caused the extra sound to disappear. 


LITERATURE 

Previously recorded cases in which transient loud 
noises synchronous with the heart-beat were 
associated with the sudden onset of pain and dyspnea 
and with the appearance of air in abnormal 


situations in the tissues seem to fall into two distinct 
groups. 


Sounds in association with left-sided pneumothoraz. 
Where the sounds were, as in our cases, clicking and 
heard chiefly in the systolic part of the cardiac cycle, 
left-sided pneumothorax has been present without 
exception. We have found two case-reports of left- 
sided spontaneous pneumothorax with systolic clicks 
(Wolferth and Wood 1930, Lister 1928) and a reference 
to some unpublished observations of similar systolic 
clicks occurring during artificial-pneumothorax treat- 
ment (Barnwell and Greene, cited by Johnston 1938). 
It is probable that the cases of *‘ pericardial knock ” 
observed after penetrating wounds of the left side of 
the chest during the last war (Smith 1918), Rees and 
Hughes 1918, Munden 1918) belong to the same group. 
It was thought by some that these sounds were caused 
by interstitial emphysema, but the fact that they were 
heard only with left-sided wounds is strong evidence 
against this view and in favour of the view that they 
were related rather to the presence of a left-sided 
pneumothorax. 


Sounds in association with mediastinal emphysema. 
Where the sounds were crunching, churning, or crack- 
ling and might be heard as well in diastole as in systole, 
interstitial emphysema of the mediastinum has been 
constantly present. Attention was called to a group 
of cases in which such sounds were thought to be due 
to spontaneous interstitial emphysema of the medias- 
tinum by Hamman (1937), and other cases have been 
recorded by McGuire and Bean (1939). On examining 
Hamman’s 6 case-records critically, it is not clear to 
which group some of them belong. In 2 the extra 
sound was noted to be systolic, and radiograms showed 
small left-sided pneumothoraces ; in 2 the presence of 
air in an abnormal situation was not actually proved ; 
but in the remaining 2 the appearance of subcutaneous 
emphysema at the root of the neck left no doubt of 
the nature of the lesion. In these the extra sounds 
were described as ‘‘ a systolic crunching sound ” and 
“crackling popping sounds over the heart, accen- 
tuated with each contraction.”” Mediastinal emphy- 
sema in these cases, as in the 2 cases of McGuire and 
Bean, arose without obvious cause; it has also been 
observed in asthma (Rosenberg and Rosenberg 1938), 
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in laryngeal diphtheria, measles, and whooping- 
cough (Rolleston 1928), in influenzal pneumonia 
(Meyer and Lucke 1920), during parturition (Gordon 
1927), in active pulmonary tuberculosis (Dobbie 
1936), in bronchopneumonia in children (Watkins 
1936), and complicating foreign bodies in the bronchi 
(Clerf 1935), as well as following gross trauma, includ- 
ing surgical procedures involving the mediastinum. 
The presence of pneumothorax in cases of mediastinal 
interstitial emphysema is not uncommon, as would be 
expected on the usually agreed hypothesis that in most 
cases of mediastinal emphysema air first invades the 
interstitial tissues of the lung from the intrapulmonary 
air-passages ; it is therefore likely that both sorts of 
extra cardiac sounds may occasionally be audible in 
the same case. 

We have observed a case which fell into the category 
of mediastinal emphysema ; it was that of a woman 
who had a perinephric insufflation of air performed by 
our colleague, Dr. E, P. Sharpey-Schafer, for the 
detection of a possible suprarenal tumour. That 
mediastinal emphysema resulted was shown by the 
appearance of subcutaneous emphysema at the root of 
the neck; and on auscultation of the heart, there 
were crackling noises both in systole and diastole, 
resembling those described by Hamman but quite 
unlike the sharp clicks heard in our cases of pneumo- 
thorax. 

Two cases of pericardial friction rub appearing 
after spontaneous pneumothorax superimposed on 
artificial pneumothorax in patients with extensive 
pulmonary tuberculosis were reported by Louria 
(1939). He concluded that the sounds were pleuro- 
pericardial in origin ; since they occurred in association 
with extensive inflammation, and in one case the 
pneumothorax was right-sided, it seems that they 
have no relation to the sounds discussed in this paper. 


MECHANISM OF PRODUCTION OF THE SOUNDS 


The mechanism of production of the sounds in 
mediastinal emphysema is obvious. In shallow left- 
sided pneumothorax, we think the sounds are made 
by the forcible separation of the visceral and parietal 
pleure during cardiac systole, when the small air- 
bubble in the pleura is in such a position that it can 
be moved by the cardiac pulsations—a mechanism 
similar to that of production of the consonant “ t.” 
This hypothesis explains the presence of the sound 
only with small pneumothoraces, its disappearance if 
more air is introduced, and its extreme sensitivity to 
changes in posture. Several other hypotheses have 
been advanced to explain these sounds. Barnwell 
and Green (cited by Johnston 1938) observed sharp 
systolic sounds in left-sided artificial pneumothorax 
and concluded that they were caused by the move- 
ments of a highly active heart not cushioned by lung 
tissue striking the chestwall or the diaphragm. This 
hypothesis does not explain the absence of the sounds 
in larger pneumothoraces. A hypothesis which has 
nothing to recommend it except its extreme ingenuity 
was that advanced by Lister (1928); he thought the 
sound was analogous to the loud sound heard at the 
diastolic pressure level, during the estimation of blood- 
pressure by the auscultatory method, and that it was 
produced by kinking of the left pulmonary artery, 
causing compression to a pressure corresponding with 
the pulmonary diastolic level. 


CLINICAL IMPORTANCE 
The extra sounds in the cardiac cycle produced by 
shallow left-sided pneumothorax are important from 
several points of view. The syndrome may be most 
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alarming to the patient and to his relations and may 
mislead the physician into making a diagnosis carry- 
ing an unnecessarily grave prognosis ; for, unless the 
peculiar nature of the added sound suggests the 
advisability of having a chest radiogram made, the 
spontaneous pneumothorax is likely to remain undiag- 
nosed, for it may be too small to cause definite physical 
signs. In each of our cases the spontaneous pneumo- 
thorax was of the benign non-tuberculous type and 
finally absorbed without incident. We have been 
informed of several cases in which loud extra sounds 
synchronous with the heart-beat led to the making of 
an alarming diagnosis, which was shown to be un- 
justified by the subsequent course. Of these, the 
following is an example :— 


Case 7 

This is the tale of an event which occurred 
over twenty years ago. A young man, apparently 
in perfect health, suddenly developed a sharp pain 
in the chest, and this was followed by an extremely 
loud peculiar noise accompanying the heart-beat. 
The noise was so loud that it could be heard in the 
room below. The doctor, confronted by a somewhat 
anxious patient, diagnosed a ruptured heart valve 
and confined the patient to bed. Three weeks later 
the sound had disappeared and the patient felt 
fectly well. He is now in normal health and suffers 
from no cardiac disability. 

It seems to us almost certain that this was a case of 
spontaneous left partial pneumothorax of the benign 
nontuberculous idiopathic variety. 


** SYSTOLIC GALLOP RHYTHM” 


The syndrome is also of interest in relation to 
systolic gallop rhythm. While it is generally agreed 
that systolic gallop is not of grave significance, 
developing usually in the absence of organic heart 
disease, the origin of the extra sound is obscure. 
Gallavardin (1913), on the basis of 3 cases studied at 
autopsy, suggested that it was associated with 
pleuropericardial adhesions, which were found in 2 of 
them. Johnson (1938), with the aid of sound- 
tracings, showed that the extra sound varied in timing 
and in intensity with respiration and with changes of 
posture, and he concluded that it was extracardiac. 
Of 21 cases studied by Johnston the extra sound was 
described as a click in 17. Thompson and Levine 
(1935), on the other hand, in aclinical study of 35 cases 
of systolic gallop, described the extra sound as resem- 
bling in quality the normal first heart sound, but 
admitted that in a minority it had more of a valvular 
element, like the second heart sound, resembling in 
these cases the metallic clicks described by other 
authors and supposedly due to pleuropericardial 
adhesions. It seems therefore that two distinct 
types of extra sound have been described as systolic 
gallop. We suggest that the use of this term should 
be restricted to those cases in which the extra sound 
resembles in quality the first heart sound, as in the 
majority of the cases of Thompson and Levine. In 
the other group, into which most of Johnston’s cases 
fell, the extra sounds are sharp clicks, very similar to 
those heard in association with partial left-sided 
pneumothorax and quite unlike gallop rhythm. The 
term “systolic click’? adequately describes the 
sounds in all cases in which they are of this quality. 
Although the systolic clicks described by Johnston 
and those due to left-sided pneumothorax are similar 
not only in quality but also in their relationship to 
respiration and to changes of posture, they differ in 
intensity and in persistence, for in the pneumothorax 
cases the sound is loud, often startlingly so, and is 
always transient, whereas in the cases described by 
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Johnston it was not particularly loud and was 
apparently audible over a long period. The extra 
sounds ascribed by Gallavardin (1913) to pleuro- 
pericardial adhesions probably fall into the same 
group; Johnston clearly considers them to have been 
of the same nature as the sounds observed in his 
cases. 


SUMMARY 


(1) Four cases of left-sided benign spontaneous 
pneumothorax in which extra sounds of clicking 
character were heard during cardiac systole are 
described. The sounds varied greatly in intensity 
with small changes in posture, and in two cases were at 
times audible to bystanders and to the patient. 


(2) Similar sounds were produced in two out of four 
cases in which a very shallow left-sided artificial 
pneumothorax was induced.* 


(3) These sounds must be distinguished from the 
more continuous: crackling sounds, both in diastole 
and in systole, which are heard in mediastinal 
emphysema, 


(4) The bearing of these observations on the 
question of systolic gallop rhythm is discussed. 


We are indebted to the Chief Medical Officer, London 
County Council, for permission to publish the case- 
reports. 
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THE TRAGEDY OF FOOTWEAR 
By Epwrty A. Linpsay, F.R.C.S. 


ORTHOPZZDIC SURGEON TO THE MILLER GENERAL HOSPITAL AND 
Mm QUEEN MARY’S HOSPITAL FOR THE EAST END, LONDON 





In an age when events happen quickly and progress 
is the watchword, when fitness campaigns are being 
broadcast and health cults are being taken up by the 
multitude, it is a lamentable fact that foot-coverings, 
instead of keeping pace with this rapid advance, 
have so far lagged behind that they may seem to be 
going the other way. In fact, in many ways modern 
shoes have increased their detrimental effects on the 
feet they were intended to protect. 

Why do we wear shoes at all, if it is not to protect 
the feet ? Then, if it is to protect the feet, that idea 
should be uppermost in the minds of the makers. 
But is it? Are they not more concerned with what 
attracts the eye of the purchaser, and do they 
not make greater efforts to ren 4 the sale of their 


* Since this pages was written Edwards and Semenies (Tubercle, 
1939, 20, 426) have reported three cases of pulmonary tuberculosis 
treated by bilateral pneumothorax in which a knocking sound was 
heard after the induction on the left side. In one they observed 
that the knock ceased after a left-sided refill. 
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goods than to produce what is best for the foot of 
the wearer? At least that is how it appears to the 
suffering public. Constantly one hears the pitiful 
wail, ‘‘ But where can I get suitable shoes? I have 
tried everywhere.” Where, indeed, can comfortable 
shoes be obtained for these poor sufferers? Some 
there must be who manage quite well and have no 
complaint, but there are many, very many, whose 
daily lives are spent in semi-torture, merely because 
they cannot obtain suitable footwear. Something 
could and ought to be done for these unfortunates. 

The problem is not new. Complaints are heard and 
read on every side. Medical men have criticised foot- 
wear from time to time, written articles in the jour- 
nals, and lectured about it, but still the difficulty 
exists. Realising that all was not well, the manufac- 
turers for some years have been trying to overcome 
the defects by adding various gadgets, such as arch 
supports and metatarsal elevations; but, although 
these may help to some extent, the failure lies in the 
fact that the shoes are made on the same old lasts. 
It is now ten years since I pointed out at the Boot 
Trades’ Association meeting at Harrogate that the old 
lasts should be scrapped and a fresh start made with 
new shapes. 


LASTS 


Lasts are made by a separate body of men, and these 
men try to please the eye of the manufacturer regard- 
ing style and fashion instead of trying to suit the feet 
of the wearers. In fact, there is no direct coérdination 
between last-makers and shoe-fitters. The last- 
maker acts, as a rule, purely on measurements with no 
definite attempt to copy the shape of the human foot. 
If he cuts away so much from the rear of the wooden 
block on which he is working, to give elevation at the 
heel, he then cuts away a proportion from under the 
front to give so-called toe-spring to the last, and so 
on. The last is then shaped up to conform to measure- 
ments, but no real attempt is made to copy the foot. 
Various alterations are made in the last from time to 
time in an attempt to correct defects found in the 





Fic. 1—Outline of Fic. 2—Heavy line 
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Fie. 3— Positions 
of the metatarsal 
heads when bear- 
ing weight (a) in 
an ordinary shoe 
and (5b) in a shoe 
with a convex 
tread. 





Fic. 5—Tracing of an average foot inclined to be flat. 
The dotted line shows the position adopted when the 
long arch is slightly raised: the toes turn more inwards, 
the foot is slightly shorter, and a concavity appears along 
the inner border. Ordinary shoes prevent the foot from 
adopting this position. 


footwear, but it is always an increase here or a cutting 
away there or a twist somewhere else instead of starting 
with a new idea. Lasts appear to have been made in 
this way always, and the last-makers follow their 
ancient customs without any help or guidance from 
fitters, manufacturers, or anatomists. The wonder is 
that they manage to come as near the mark as they 
do. There is still another handicap placed on the 
last-maker : he is encouraged to round off the last in 
convex curves to facilitate the work of the shoe- 
making machines instead of making concavities which 
would allow support for the foot. The result of all 
this is that the shape of the last is not the shape of the 
foot ; and, when the shoe is made, the foot, being 
mobile, is forced into an unnatural position and by a 
gradual process is moulded out of its original shape 
into the deformity so often seen in the hospital 
orthopedic departments (fig. 1). 


FAULTS IN SHOES 


One outstanding fault is a twist of the forepart of 
the foot outwards (fig. 2), with pressure along the first 
metatarsal, and an extra bend outwards of the great 
toe. This is a deceptive feature, for the appearance 
of the shoe at first suggests that the sole had been 
placed more inwards in relation to the heel, to conform 
to the curve of the foot in that direction, but on 
closer inspection it is seen that the sole, instead of 
pointing inwards, really points outwards, thus 
causing pressure on the first metatarsal and great toe. 
This is probably a survival of the idea that toes should 
point outwards. 'Tocomplete the so-called smartening 
process, the outer border of the toe of the last is 
sloped inwards from the tread or base of the little toe 
to meet the inner border (fig. 2) ; but no foot has this 
pointed shape, and consequently all the small toes are 
doubled up and crowded together. Even in com- 
paratively wide-toed shoes this tendency is present. 
Corns, hammer toes, hallux valgus, bunions, and 
overriding toes follow as a matter of course. 

Very few shoes have a flat inner sole from side to 
side. Most are concave, caused by the convex 
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bottom of the last. The result is that the middle 
metatarsal heads are forced downwards below the 
level of the inner and outer heads when weight is put on 
the foot (fig. 3). This is a reversal of their anatomical 
position in the undeformed foot at rest. When, as 
is usually the case, the shoe is rather tight across the 
tread or joint, weight-bearing must cause discomfort 
or pain from increased pressure and eventually pro- 
duce metatarsalgia. 

There has been much discussion about the problem 
of support or no support for the long arch of the foot. 
Some authorities contend that the foot should not 
have any artificial support, but others, by practical 
experience, have found that properly fitting supports 
of the right material give great relief. The point is 
that the foot is being subjected to unnatural conditions 
of constant strain and cramping for which it was never 








Fic. 4—The unsupported space between the sole of the 
shoe and the foot in the metatarsal region. The waist 
in a properly made shoe should extend forwards to fill 
up this space. 


designed, and therefore artificial support of some kind 
is necessary when the foot gives way under this strain. 

Now, in the usual last for ladies’ shoes the waist dips 
down from the heel well behind the tread of the foot, 
leaving a space below the anterior parts of the shafts 
of the metatarsals which is only filled by air in the 
shoe (fig. 4). This means that weight is borne directly 
by the metatarsal heads in a tilted position, and they 
are not relieved by support under the shafts. The 
effect of this continual driving downwards and forwards 
is to cause callosities on the ball of the foot under the 
metatarsal heads and cramping of the toes in the 
narrowing forepart. The lack of support in this 
situation allows excessive strain, in standing, on the 
tarsometarsal joints. This peculiar feature in the 
last has nothing to do with fitting the foot but is 
merely a method of making the machine work easily 
and of allowing the foot to be inserted into the rather 
cramped forepart of the shoe. 


CORRECT FOOTWEAR 


The most important feature of correctly shaped 
footwear are: (1) the shape of the insole; (2) the sur- 
face of the insole ; and (3) shaping of the upper. 

The shape of the insole should roughly follow the 
shape of the normal foot—i.e., an outline of the foot on 
paper, in which there is a distinct angle at the central 
part, the forepart pointing inwards (fig. 5). 

The surface of the insole is probably the greatest 
difficulty, for it should conform to the sole of the foot, 
giving support where necessary and relief from 
pressure at certain prominences. It should be 
slightly convex from side to side at the tread (fig. 3). 
It should be elevated behind the metatarsal heads and 
along the inner aspect of the arch, forming a moderate 
metatarsal and valgus support. On the other hand, 


there should be a groove or depression on the outer 
side to prevent pressure on the cuboid and base of the 
fifth metatarsal bones. 


The heel seat is better if 
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cupped to hold that part of the foot firmly in position 
and not allow side twisting, which happens where it is 
flat. 

The shaping of the wpper should be designed to fit 
two unequal halves of the foot and not, as at present, 
cut as if the foot were the same on each side. This 
would prevent that aggravating pressure which so 
often is felt, along the first metatarsal and the inner 
side of the foot and makes the wearer so glad to remove 
the shoe. 

These points can all be incorporated in the last and 
in the footwear if there is the will to improve the fit 
rather than the desire merely to sell the goods. It 
has been contended that the present shoe-making 
machines will not work on this type of last, but the 
technical difficulties can be overcome. Shoes of this 
description have already been made experimentally 
and tried on nurses in two London hospitals, with 
relief from the discomfort and pain which these nurses 
experienced previously. This whole difficult problem 
can be solved if the trade will codperate. 


ANTISTREPTOLYSIN S TITRES IN 
RHEUMATIC FEVER 


By E. W. Topp, M.D. Camb., D.P.H. 
DEPUTY DIRECTOR, LONDON COUNTY COUNCIL ANTITOXIN 
ESTABLISHMENT, SUTTON, SURREY 
Atyvin F. Copurn, M.D. Johns Hopkins 


DEPARTMENT OF MEDICINE, COLLEGE OF PHYSICIANS AND 
SURGEONS, COLUMBIA UNIVERSITY, AND THE PRESBYTERIAN 
HOSPITAL, NEW YORK CITY; AND 


A. Braprorp Hitz, D.Se., Ph.D. Lond. 


READER IN EPIDEMIOLOGY AND VITAL STATISTICS IN 
UNIVERSITY OF LONDON, AT THE LONDON SCHOOL OF 
HYGIENE AND TROPICAL MEDICINE 


THE 





TuE titration of sera from rheumatic-fever patients 
for antibodies to various products of hemolytic 
streptococci has shown that the antibody titre of 
the serum is usually increased during the acute phase 
of illness. Thus Todd (1932), Coburn and Pauli (1932), 
and others have demonstrated an increase in anti- 
streptolysin titre ; Hadfield, Magee, and Perry (1934), 
Myers and Keefer (1935), and Stuart-Harris (1935) 
an increase of antifibrinolysin, and Swift and Hodge 
(1936) and Coburn (1936) a late increase in type 
specific antibody. It has recently been found (Todd 
1938a, 1938b, 1939) that group A hemolytic strepto- 
cocci produce two serologically distinct varieties of 
hemolysin, which have been named streptolysin O, 
to indicate sensitivity to oxygen, and streptolysin §, 
to indicate solubility or extractability in serum. 
When animals are inoculated with living cultures of 
group A hemolytic streptococci they produce anti- 
bodies to both forms of streptolysin. The antistrepto- 
lysin O titre in rheumatic fever has been investigated 
by a number of workers, but no previous observations, 
we believe, have been reported on the antistreptolysin 
S$ titre. A series of such observations is now recorded 
in this paper, derived not only from tests of the 
sera of patients with rheumatic fever but also, for 
comparative purposes, of sera of persons unaffected 
by that disease. 


DESCRIPTION OF DATA 


Sera were obtained from rheumatic and non- 
rheumatic patients in the Presbyterian Hospital, 
New York. In all cases group A hemolytic streptococci 
had been isolated from the patient’s throat, and a 
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similar distribution of Griffith’s (1935) serological 
types was found in the rheumatic and non-rheumatic 
groups. To determine the normal level of the anti- 
streptolysin 8 titre (A.S8.8.), use was made of 118 
specimens of serum which had been taken from 
adults for the Wassermann reaction (kindly supplied 
by Dr. A. B. Rosher of London). No antistrepto- 
lysin O determinations (A.8.0.) were made on this 
series. From patients known to be infected with 
hemolytic streptococci 455 sera were taken, and, with 
a few exceptions due to insufficient serum, both 
antibodies were titrated in each. These sera have 
been classified as follows: (1) 122 sera from 265 
non-rheumatic children with, or recovering from, 
pharyngitis (11 patients) or scarlet fever (14 patients) ; 
for this group 121 A.S.0. and 115 A.S.S. values were 
available; (2) 89 sera from 16 rheumatic children 
who had contracted throat infections due to he»mo- 
lytic streptococci but had developed no signs of 
rheumatic activity ; for these 88 A.S.O. and 76 A.S.S8. 
values were available; and (3) 244 sera from’ 27 
children who developed acute rheumatic fever after 
throat infections by hemolytic streptococci; for 
these 242 A.S.O. and 233 A.S.S. values were available. 

The antistreptolysin O titrations, clinical observa- 
tions, determination of the erythrocyte sedimentation- 
rates and the bacteriology were carried out at the 
Presbyterian Hospital, New York; the antistrepto- 
lysin 8 titrations at the Belmont Laboratories, Sutton, 
by the method previously described (Todd 1938a) ; 
and the analysis of the figures at the London School 
of Hygiene and Tropical Medicine. 


RESULTS 


(1) Antistreptolysin 8S. titres.—Table I shows in 
full the values of the A.S.S. titres observed in the 
sera of the different groups investigated. Initially 
a comparison was made between the values given by 
the sera of the non-rheumatic children suffering from 
pharyngitis and by the sera from the non-rheumatic 
searlet-fever cases. Since no significant difference 
was found between these two groups (in either A.3.S. 
or A.S.O. titres), they have been combined in one 
series. Table I shows that the normal level of the 
A.S.S8. titre, as indicated by the Wassermann adult 
group, lies generally between 4-0 and 8-3 units. 
Values outside that range were rarely observed, and 
values as high as 8-3 were infrequent, 85 per cent. 
of the observations lying in the narrow interval 
4-0-6-3 units, and the arithmetic mean of the dis- 
tribution being 5-2. (No normal figures for children 
were available. On general grounds they might be 
expected to give rather lower values than adults 
who have had more prolonged opportunities of 
infection. ) 

For the non-rheumatic children with pharyngitis 
or scarlet fever the distribution is quite different. 
Whereas none of the 118 normal sera gave a titre 
of as much as 12-5 units, 40 (34-7 per cent.) of the 
115 sera from these children were at or above this 
level. Again, 40 per cent. of the sera from the infected 
children gave values of 8-3 or 10-0, and only 9 per cent. 
of the normal sera. The arithmetic mean of the 
former distribution is nearly twice as high as that 
of the latter, 10-0-5-2, and the shift to a higher 
scale of values is shown very distinctly by the 
percentages at the bottom of table I. The difference 
between the two distributions is considerably more 
than could be attributed to chance (tested by the 
X? method on the total distributions given at the 
top of table I, P is far less than 0-01). 

Turning to the rheumatic children with pharyngitis 
but apparently free from rheumatic activity, there is, 
it will be seen, a still further, but not very pronounced, 
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shift up the A.8.S. scale of values. Values as low 
as 5-0-6-3 become less frequent, as high as 20-0 rather 
more frequent, the difference between the two groups 
of children being rather more than would be likely 
to be due to chance (P nearly 0:01). The arithmetic 
mean of this rheumatic group without activity is 11-2. 

The titres of rheumatic children with active disease 
are very widespread and, in fact, extend over the 
whole range of values recorded for the different 
groups. On the other hand, they clearly differ both 
from the normal group and from the two previously 
discussed groups of children without rheumatic 


TABLE I—DISTRIBUTION OF ANTISTREPTOLYSIN S VALUES 
OBSERVED IN SERA OF DIFFERENT GROUPS 





§ 3 1. are Rheumatic 
Anti- wis Sane gaze children ; 
streptolysin SEE seEe ge £2 | rheumatic attack 
S units per th gs te su es . ~ 
c.cm. ofserum) <<; aa Ee S542 Active | Inactive 
= 8°Ss mse periods | periods* 
Zz & Hh. ‘e-. 


| 
| 
| 
| 
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ABSOLUTE NUMBERS OBSERVED 


IIe | 














2-0 or less 1 _ _ 

2°5 ee 4 _— _— 

3-1 2 _— _ 1 

4-0 28 — —- 4 2 
50 48 11 1 31 2 
6-3 24 18 7 30 qd 
8-3 10 17 21 33 17 
10-0 1 29 15 27 22 
12-5 _ 26 17 21 15 
15°6 _ 12 8 9 3 
200 os — 2 7 2t 1 
Total sera . 118 115 76 166 67 
Averages .. 52 10-0 11-2 8-2 9-9 

PERCENTAGE FREQUENCIES 
2-0 or less 0-8 _ _ 3-6 1°5 
2-5 on 3-4 _ _ 12 _ 
3-1 oa 1-7 —_— _ 0-6 _ 
4-0 23-7 _ _ 2-4 3-0 
5-0 40-7 9-6 1:3 18-7 3-0 
6-3 20-3 15-7 9-2 18-1 6-0 
8-3 8-5 14:8 27-6 19-9 25-4 
10-0 0-8 25-2 19-7 16-3 32-8 
12-5 -- 22-6 22-4 12-6 22-4 
156 _ 10-4 10°5 54 4°5 
20-0 _ 1-7 9-2 1-2 15 
Total 99-9 100-0 99-9 100-0 100-1 
PERCENTAGE FREQUENCIES IN CONDENSED FORM 

6-3 or less 90-6 25-3 10°5 446 | 13-5 
8-3-10-0. 3 40-0 47°3 36-2 | 582 
12-5 or more — 42-1 19-2 28-4 


* Pre- and post-activity. t One value of 83-3. 

attacks. In comparison with the normals they show 
a much larger number of relatively high values. 
Whereas only 9 per cent. of the normal sera gave 
titres of 8-3-10-0 and none were above that level, 
36 per cent. of the actively rheumatic group had titres 
of 8-3-10-0 and 19 per cent. of 12-5 or above. As 
with the non-rheumatic children infected with the 
hemolytic streptococcus, there is in comparison with 
the normals a shift up the scale of values. That 
shift, however, is much less pronounced with the 
actively rheumatic children than with the non- 
rheumatic and with the unattacked rheumatic 
children. The latter groups produced some 35-40 per 
cent. of sera with 12-5 or more units, the actively 
rheumatic group only 19 per cent. Correspondingly 
the non-rheumatic children and unattacked rheumatic 
children gave only 10-25 per cent. of sera with 6-3 
or less units, whereas nearly half the actively rheumatic 
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group gave these low values. The response of the 
latter group to their infection is clearly and signifi- 
cantly less distinct than that of the former (a test 
of the two distributions for rheumatic children in 
active stages and for non-rheumatic children with 
pharyngitis or scarlet fever gives a P of less than 
0-01). Their mean value of 8-2 units lies between 
those of the normals and the non-rheumatic children. 

The last column of table I shows the values observed 
in the same rheumatic children during their inactive 
stages—both before and after their period of rheumatic 
activity. There is apparent much overlap in the 
values recorded during the active and inactive periods, 
but the two distributions differ considerably and by 
more than could be attributed to chance (P less than 
0-01). The preponderance of relatively low values 
observable in the active stages is not apparent in 
the inactive. Only 13-5 per cent. of the sera of the 
latter are at the low level of 6-3 units or less, against 
the 44-6 per cent, in the active group. The distribution 
in the inactive periods is much more in keeping with 
those observed in the groups of non-rheumatic 
children and of rheumatic children escaping an attack 
of rheumatism (it does not differ significantly from 
the former, P approximately 0-08, and just signifi- 
cantly from the latter, P approximately 0-05). The 
mean value of 9-9 is equivalent to the mean of 10-0 
observed in the non-rheumatic group. In short, 
the figures of table I suggest that in response to 
infection with hemolytic streptococcus there is 
frequently a rise in the antistreptolysin S titre above 
the normal level in the sera of children without signs 
of rheumatic activity ; in the sera of children with 
clinical signs of rheumatic activity there is a wide 
dispersion of values, covering the whole observed 
range, but the rise to high values is less distinct. The 
average titre of the latter is intermediate between 
that of the normal sera and of the sera from children 
with non-rheumatic hemolytic streptococcal infec- 
tions. The distributions are shown diagrammatically 
in fig. 1, in which the three groups without rheumatic 
activity have been combined. 

In table II a further examination is made of the 
antistreptolysin S$ titres in the rheumatic group, 
_the observations being subdivided according to the 
degree of activity of the illness, as judged clinically. 
It will be seen that after infection with hemolytic 
streptococcus but before rheumatic activity manifests 
itself (rheumatic activity 0), the distribution of the 
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Fic. 1—Distribution of antistreptolysin S titres in three 
different groups: hatched columns represent normal 
adults (Wassermann sera); black columns children with, 
or recovering from, hemolytic streptococcal infections 
but with no rheumatic activity; and stippled columns 
children with active rheumatic fever. 
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A.8.8. values a 
resembles that 
shown by the 
non -rheumatic 
children with 
pharyngitis or 
scarlet fever. 
The percentage 
of values of 6-3 


a 
oO 
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or below is 23-6 40r 
in the former, 
25-3 in the 
latter ; at 8-3- 30+ 
10-0 the per- 








centages are 
35:3 and 40-0; 
at 12-50r more 
41-2 and 34-7. 
As the rheu- 
matic attack 
develops, how- 
ever, the pro- 
portion of low ot 
values dis- 
tinetly in- 
creases to 37-5 
per cent, at 6-2 
units or below 
in the group 
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Fie. 2—Antistreptolysin S titres at 
different stages of rheumatic activity: 
hatched columns represent low values 


with activity of 63 or less; black columns 
>. ee, medium values of 8°3-10°0 ; and 
and to 54-9 per eek spac high values of 
cent, in the , 


group with 

activity +++; the number of high values corre- 
spondingly decreases. As the attack declines, the 
distribution of A.S.S. values reverts, the observations 


TABLE II—DISTRIBUTION OF ANTISTREPTOLYSIN 8 VALUES 
OBSERVED IN SERA OF CHILDREN WITH RHEUMATIC 
ATTACKS ACCORDING TO DEGREE OF RHEUMATIC 








ACTIVITY 
’ tas Fret: seer 
Anti- Clinical assessment of | @-a8 \2-82 
streptolysin rheumatic activity | § So 3 as a 
8 units | Bg Ss. EE Bg 
Der ¢.cm. 5 & ss 23 
of serum + or ++ | ¢ - 
O (++ +++! or +/oro0)| 8 ag Rea> 
Zz & a 
ABSOLUTE NUMBERS OBSERVED 
6-3 or less 4 6 | 39 29 5 29 8 
8-3 or 10-0 6 7 | 23 30 33 46 36 
12-5 or more 7 3; 9 20 12, +40 32 
Total ee 17 16 71 79 50 115 76 
PERCENTAGE FREQUENCIES 
6-3 or less | 23-6| 37°5| 54:9 36-8| 10-0| 25-3 10-5 
83 or10-0 | 35-3 43-8, 32-4 380 660, 40-0 47°3 
12-5 ormore | 41°2/ 18-8, 12:7 25-3) 24-0| 34-7 42-1 
Total 100-1 |100-1 100-0 100-1) 100-0) 100-0 99-9 





for the + + to + group being very similar to those of 
the + to + + group, and the recovery group (+ or 0) 
showing few low values, This sequence is shown 
diagrammatically in fig. 2. That this trend is not 
merely a function of time is shown by the figures for 
the non-rheumatic children with pharyngitis or scarlet 
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fever. Table III shows that for them the only change 
in the distribution of titres, apparent at different 
durations of time after their infection, is a suggestion 
of an increased incidence of high values at 14-27 days. 
(The numbers involved are small; hence no more 
than a dichotomy of titres can be made. A test of 
significance gives a P of nearly 0-5.) 


TABLE III—pIsTRIBUTION OF ANTISTREPTOLYSIN S VALUES 
OBSERVED IN SERA OF CHILDREN WITH, OR RECOVERING 
FROM, PHARYNGITIS OR SCARLET FEVER ACCORDING 
TO DURATION OF TIME SINCE INFECTION 


Percentage frequencies at different 
Antistreptolysin times after infection 
S units per c.cm 
of serum 


0-6 7-13 14-27 28 or more 
days days days days 
ae 0 to 8-3.. 7 se 46 46 238 aa 
10-0 or more ee 54 54 72 58 
"No. ofeera..  ..| 22 | 28 ae ee ae 


(2) Antistreptolysin O titres.—Table IV gives similar 
details of the antistreptolysin O titres observed in 
the sera of the different groups. Observations by 
previous workers suggest that titres between 100 
and 200 units indicate recent infection by hemolytic 
streptococci, whereas titres above 200 units are a 
more certain indication of recent infection. 

For the non-rheumatic children with pharyngitis 
or scarlet fever the distribution is widespread, but 
the great majority of values are relatively low— 
nearly two-thirds are less than 250 units, and only 
12 per cent. are 625 units or more. In the group of 
rheumatic children with pharyngitis but with no 


TABLE 1V—DISTRIBUTION OF ANTISTREPTOLYSIN O VALUES 
OBSERVED IN SERA OF DIFFERENT GROUPS 





Rheumatic children : 





Anti- Non- Rheumatic 
streptolysin rheumatic children : rheumatic attack 
O unite a $ aye thee - 
per c.cm pharyngitis or no rheumatic . 
of serum scarlet fever attack ae, — 
ABSOLUTE NUMBERS OBSERVED 
16- 24 4 -— — 
&3- 21 7 2 5 
125- 33 35 11 13 
250- 19 26 40 17 
400— 9 4 21 8 
625- ee 7 4 33 11 
833- ot B 5 23 9 
1000 or more | 2 3 44 5 
—— = ft os — - — os ———E 
Total sera .. | 121 Rx 174 68 
Averages ..| 239 290 736 476 
PERCENTAGE FREQUENCIES 
16- 19°8 4°5 — _ 
83- 17-4 8-0 11 7-4 
125- 27°3 39°8 6-3 191 
250- 15°7 29°5 23-0 250 
400- 74 4°5 13-1 11°8 
625- 5:8 4°5 19-0 16-2 
$33-— ae 5-0 5-7 13-2 13-2 
1000 or more 1-6 3-4 25°3 74 
Total 100-0 99-9 100-0 100-1 


PERCENTAGE FREQUENCIES IN CONDENSED FORM 


16—- 64:5 52-3 7-4 26°5 
250- 23-1 34-0 35-1 36-8 
625 + 12-4 13-6 57-5 36-8 


* Pre- and post-activity. 
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rheumatic attack high values, 625 or above, are 
equally infrequently observed, but low values, 16-125, 
also become infrequent. In comparison with the 
sera from the non-rheumatic children there is clearly 
a slight shift up the scale of values (more than would 
be due to chance, P less than 0-01), and the arithmetic 
means for the two groups are 239 and 290. With the 
children suffering from clinical rheumatism this 
upward shift is much more emphasised, especially in 
the active stages, during which nearly 60 per cent. 
of the values are 625 or more (a quarter are 1000 or 
more), and only 7 per cent. are under 250. In the 
inactive stages the corresponding figures are 37 and 
27 per cent. The mean number of units in the two 
groups is 476 in the inactive stages and 736 in the 
active stages. The two distributions differ distinctly 
both from one another and from those shown by the 
other two groups of children (by more than is likely 


TABLE V—DISTRIBUTION OF ANTISTREPTOLYSIN O VALUES 
OBSERVED IN SERA OF CHILDREN WITH RHEUMATIC 
ATTACKS ACCORDING TO DEGREE OF RHEUMATIC 














ACTIVITY 
2 5 ° 
Clinical assessment of S..58|2-a5 
Anti- rheumatic activity Bese|Sase 
streptolysin =| eee e Py mas 
O units Scns Esess 
i ee Games mee S=FoO| SHrho 
a c.cm. pr be S55e8 
of serum +or ++|\ + | eos “ 
0 +4+/t++ or +\or0|2 32/" Be 
Z a 
ABSOLUTE NUMBERS OBSERVED 
16-— oe 6: 4 6 3 12 78 46 
250- oe 10 5 29 27 14 28 30 
625 or over 1 8 40 52 25 15 12 
Total .. | 17 | 17 | 75 | s2 | 51 | 121 | 88 
PERCENTAGE FREQUENCIES 
16- 35-3. 23-5) 80) 37/235) 645 52-3 
250- 58-8 | 29-4; 38-7 | 32-9) 27-5 23-1 34-0 
625 or over 5-9 47-1) 53°3 | 63-4| 49-0| 12-4 13-6 
Total -. (100-0 1000 100-0 1000/1000 100-0 99-9 


to be due to chance, P being less than 0-01 in each 
instance). 

In table V the distribution of the antistreptolysin O 
values is examined in relation to the degree of activity 
of the rheumatic attack. Although in some groups 
the number of sera is small, the sequence seems to be 
clear. Before the rheumatic attack (rheumatic 
activity O) high values of 625 or above are rare; 
they appear in inereasing numbers as the attack 
passes from activity + or ++ to +++to++or +4. 
As the attack subsides (activity + or 0), the propor- 
tion of high values is still considerable (nearly a half), 
but there is a substantial decline in comparison 
with the position at the height of the attack—in fact 
the distribution has returned to that shown at the 
time the attack developed (activity + or ++). There 
is an indication of the same sequence of changes, 
but on a lower scale, in the sera of the non-rheumatic 
group when examined in relation to time after 
infection (table VI). 

(3) Antistreptolysin S and O titres in rheumatic 
activity.—There is, as emphasised in previous sections, 
much variability between one rheumatic patient 
and another in the antistreptolysin S and O titres as 
the rheumatic activity rises and falls. Differences 
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TaBLE VI—DISTRIBUTION OF ANTISTREPTOLYSIN O VALUES 
OBSERVED IN SERA OF CHILDREN WITH, OR RECOVERING 
FROM, PHARYNGITIS OR SCARLET FEVER ACCORDING TO 
DURATION OF TIME SINCE INFECTION 





Percentage frequencies at different 
Antistreptolysin times after infection 
O units per c.cm. acesspai 4 





ae we 0-6 | 7-13 | 14-27 |28ormore 
days days days days 
16— oe oe 64 30 26 37 
125- ee ee 36 57 51 53 
625 or more ee — 13 23 10 





No. of sera. . os 22 30 31 } 38 


between the groups are, however, distinct. In 
table VII an attempt has been made to bring together 
figures to illustrate what appears to be the general 
trend of the A.S.S. and A.S.O. values in children 
passing through the acute stage of rheumatic fever. 
The erythrocyte sedimentation-rates have been added 
to this table. The figures show that the A.S.O. titre 
is at a high level during the most acute stage of 
disease, thus confirming the previous observations of 
a number of workers. On the other hand, the lowest 
level of A.S.S. oceurs during the most acute stage of 
the rheumatic fever, and the titre rises again as 
the symptoms subside. Whether this relative 
defictency of A.S.S. plays a part in the pathogenesis 
of acute rheumatic manifestations remains to be 
determined. 


TaBLe VII—GENERAL TREND OF ANTISTREPTOLYSIN S AND O 
VALUES IN CHILDREN PASSING THROUGH AN ATTACK 
OF RHEUMATIC FEVER 





| = es 
Boa) BS | 
§ 3 | Degree of 33 8 | 
| oo 
—_ Phase | 28 jrheumatic) 4 S¢ > AS 0 
PES| activity | ££ age ax 
| £25 | | 5S 
| Fe | ay 
| | 
1; Periodof |2- 5 O  |10— 50\10-0-12-5, 250 
| streptococcal | } or less 
pharyngitis | 
1m | Silent period.| 6- 14, O 10— 40) 8-3-10-0 250- 500 
| Nosymptoms | | | | 
m | r1\20- 40+ to ++/60-100| 8-3 500-1250 


| | orless | 
| Rheumatic) 2/20- 60, +++ |80-130, 6-3 (625-2500 


activity | or less 
3|50-150| + + to +/30-100| 8-3 (625-2500 
| or more 
| 
1v | Period of (|70-200| + orO |10- 30, 10-0 |125- 833 
recovery or more 


SUMMARY 


An investigation has been made of the antistrepto- 
lysin S and antistreptolysin O titres in the sera of 
(1) normal adults, (2) non-rheumatic children with, 
or recovering from, hemolytic streptococcal infections, 
(3) rheumatic children suffering from similar infections 
but with no rheumatic activity, and (4) rheumatic 
children in whom the streptococcal infection was 
followed by an acute attack of rheumatic fever. 

Although, naturally, there is much variability 
from one individual to another, the general trend of 
the figures leads to the following conclusions. 

(1) In response to infection with the hemolytic 
streptococcus there is a rise in the antistreptolysin 8 
titre considerably above the normal level in the sera 
of non-rheumatic children and in the sera of rheumatic 
children without signs of rheumatic activity. 
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(2) In the sera of children with clinical signs of 
rheumatic activity the antistreptolysin S$ titre, 
although often above normal, tends to remain 
relatively low. 

(3) Sera taken during the period of acute rheumatic 
fever show lower antistreptolysin S titres than sera 
taken from the same patients during periods of 
rheumatic inactivity. During rheumatic attacks the 
titre varies with the intensity of the rheumatic process, 
tending to be lowest when the clinical symptoms are 
most pronounced. 

(4) The antistreptolysin O titres tend to be higher 
in rheumatic subjects who contracted pharyngitis 
but escaped rheumatic attack than in non-rheumatic 
children with pharyngitis or scarlet fever. A more 
pronounced increase is shown by children with 
active rheumatic fever, and the titre tends to be 
highest at the height of their attack or just subse- 
quently. 


(5) In short, there is a striking contrast between 
the iow antistreptolysin S$ titres and the high anti- 
streptolysin O titres of active rheumatic fever. 
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EXOPHTHALMOS IN GRAVES’S DISEASE 
DESPITE SYMPATHETIC PARALYSIS 


By W. Russert Brain, D.M. Oxfd, F.R.C.P. 
PHYSICIAN IN CHARGE OF OUTPATIENTS AT THE LONDON 
HOSPITAL; PHYSICIAN TO THE MAIDA VALE HOSPITAL FOR 
NERVOUS DISEASES 


Tue possible réle of sympathetic overactivity in 
the production of the ocular signs of Graves’s disease 
has been much discussed, especially recently, and 
experimental work has been done in the attempt to 
elucidate it. The following unique case in which 
Graves’s disease, accompanied by all the usual ocular 
manifestations, developed in a patient with paralysis 
of the ocular sympathetic, resulting from long-stand- 
ing syringomyelia, seems worth reporting. 


CASE-RECORD 


A married woman, aged 31, attended the London 
Hospital under the care of Dr. R. V. Christie in 1936. 
In 1921 she had first noticed wasting of the muscles 
of the right hand, which had been very slowly pro- 
gressive. In 1934 she found that the left hand was 
also becoming affected in the same way. She had 
difficulty in gripping objects. In 1934 she became 
pregnant for the first time. For the last six weeks of 
her pregnancy she was in hospital because of kidney 
trouble but was delivered of a healthy child. Since 
then she had no further cedema but complained of 
occasional headaches, palpitation, hot flushes, general 
weakness, shortness of breath on exertion, irritability 
and nervousness, and increased prominence and 
watering of the eyes. She lost 2 st. in weight. Her 
menstrual periods became irregular in 1934 and ceased 
in January, 1936. She had had scarlet fever at 20. 
Her family history contained nothing relevant. 
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On admission.—Ocular signs: there was moderate 
bilateral exophthalmos, the left eye being slightly 
more prominent than the right. Retraction of both 
upper lids was noticed, being more pronounced in the 
left than the right (fig. 1). Both pupils were much 
contracted, the right being smaller than the left. 
They were not quite circular, but both reacted briskly 
to light and on accommodation. 

General signs: there was slight diffuse enlargement 
of the thyroid. The pulse was regular, the rate 
usually being 90-100 ; blood-pressure 155/75 ; heart, 
lungs, and abdomen normal. Basal metabolic rate : 
April 1, 1936, 131 per cent. of normal; April 15, 
109 per cent. of normal; April 22, 115 per cent. of 
normal. Creatinine excretion 0-98 g. for twenty- 
four hours. Creatine excretion 0°70 g. for twenty- 
four hours. 

Neurological signs : fundi normal ; pupils described 
above. Ocular movements full. Remaining cranial 
nerves normal. 
Much wasting 
of the intrinsic 
muscles of the 
hands and to 
a less extent 
the forearm 
muscles, in 
both cases the 
right being 
more affected 
than the left. 
There was 
great weak- 
ness of move- 
ments of the 
fingers and 
wrists on both 
sides. There 
were wasting 
of the _ right 
calf, which measured 1 in. less than the left, and slight 
weakness of movements of the right ankle. The 
supinator and biceps jerks were brisk and equal and 
the triceps jerks absent. The abdominal reflexes were 
present ; the knee-jerks and ankle-jerks were ex- 
aggerated, especially on the right side, and the plantar 
reflexes were extensor. 

Appreciation of pain, heat, and cold was impaired 
over the left side of the trunk below the nipple line 
and over the left lower limb. Appreciation of light 
touch and postural sense was unimpaired, but 
appreciation of vibration was slightly diminished 
on the left shin. There was scattered pigmentation 
of the café-au-lait type on both sides of the face, 
neck, and upper part of the chest and back. 

Subsequent course.—The patient received medical 
treatment for her hyperthyroidism and was dis- 
charged from hospital on April 27, 1936. The symp- 
toms of hyperthyroidism steadily diminished, and 
on April 11, 1938, her thyroid was just palpable and 
her pulse-rate was 84. The eyes were still slightly 
prominent (exophthalmometer reading: right 16, 
left 15), but the lid retraction had disappeared, giving 
place to slight ptosis of the right upper lid, whereas 
the left palpebral fissure was normal (fig. 2). The 
pupils measured right 3 mm., left 4 mm. After the 
instillation of 2 per cent. solution of cocaine into the 
conjunctival sacs the size of the right pupil remained 
unchanged, while the left dilated to 6 mm. The 
condition of the nervous system had not materially 
altered. 


SUMMARY OF CASE 

In a woman, aged 31, with syringomyelia of fifteen 
years’ duration compression of the grey matter of the 
spinal cord at the level of the eighth cervical and first 
dorsal segments caused, besides wasting of the muscles 
of the hands and forearms, interference with the 
functions of the ocular sympathetic, amounting 


to paralysis on the right side and partial paralysis 
left. 


on the The patient developed exophthalmic 


EXOPHTHALMOS IN GRAVES’S DISEASE 





Fria. 1—Retraction of both upper eyelids, especially the left, and contraction of both 
pupils, especially the right (May 13, 1936). 
Fic. 2—Slight ptosis of right upper eyelid; no retraction (April 11, 1938, after 
recovery from hyperthyroidism). 
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goitre and exhibited bilateral exophthalmos and 
retraction of the upper lids, the lid retraction being 
slightly more pronounced on the left than on the 
right side. 


DISCUSSION 

The belief that overactivity of the sympathetic 
nervous system is responsible for the exophthalmos 
and lid retraction characteristic of Graves’s disease 
seems to have originated in the observation that 
electrical stimulation of the cervical sympathetic 
in animals causes both exophthalmos and retraction 
of the eyelids. It was soon pointed out, however, 
that one feature in the picture of overactivity of the 
ocular sympathetic is lacking in Graves’s disease— 
namely, dilatation of the pupil. Some ingenuity has 
been exercised by physiologists in their attempts to 
overcome this 
difficulty. 
Thus, Justin- 
Besancon, 
Kohler, Schiff- 
Wertheimer, 
and Soulié 
(1931) claimed 
that by using 
in combina- 
tion a drug 
such as ephe- 
drine, which 
caused exoph- 
thalmos, with 
pilocarpine, 
which con- 
tracted the 
pupil, it was 
possible to reproduce the ocular picture of Graves’s 
disease. More recently Brunton (1935a), by varying 
the strength of the faradic currents, with which the 
cervical sympathetic of the cat was stimulated, found 
that it was possible to induce retraction of the eyelids, 
but not exophthalmos, without pupillary dilatation. 
Brunton (1935b) produced retraction of the eyelids, 
often with little dilatation of the pupil, and in a small 
number of cases exophthalmos, by administering 
ephedrine to cats and dogs under an anesthetic. 
These conditions, however, seem somewhat remote 
from Graves’s disease, and further objections to the 
view that the sympathetic is responsible for the exoph- 
thalmos and lid retraction are to be found in observa- 
tions, such as those of Shaw (1929), that cervical 
sympathectomy does not relieve the exophthalmos 
of Graves’s disease and in the recognition that in 
exophthalmic ophthalmoplegia the exophthalmos is 
secondary to an intense cedema of the orbital contents 
(Brain and Turnbull 1938). 

The studies of Pochin (1937-38, 1939a, 1939b) have 
thrown light on the problem from a new angle. 
Pochin (1939a) has observed the effects of the 
electrical stimulation of the cervical sympathetic in 
three patients during the operation of cervical sympa- 
thectomy. He did not observe exophthalmos, but 
in all cases elevation of the upper lid, depression of 
the lower lid, and dilatation of the pupil developed. 
He found that section of the cervical sympathetic 
caused relaxation of both upper and lower lids in 
man. Pochin (1937-38, 1939b) has found that, in 
cases of Graves’s disease with unilateral lid retraction, 
on the side on which the upper lid is retracted the 
lower lid is raised relatively to the cornea, and that 
depression of the lower lid in Graves’s disease develops 
only in the presence of exophthalmos, of which it is a 
mechanical consequence. This differs from the effect 
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of sympathetic stimulation, which causes retraction of 
the lower as well as of the upper lid. 

In the patient who is the subject of this paper the 
retraction was confined to the upper lids but was 
greater on the left side, shown not only by the wider 
zone of sclerotic visible on that side but also by the 
wider zone of the upper lid visible on the right 
(fig. 1). This difference in the height of the two upper 
lids appears to be a persistence of the difference present 
in their usual state, when the right upper lid shows a 
slight degree of ptosis due to the ocular sympathetic 
paralysis (fig. 2). 

It is clear, therefore, that pre-existing paralysis of 
the ocular sympathetic does not prevent the develop- 
ment of either exophthalmos or lid retraction in 
Graves’s disease; nor does an inequality in the 
degree of sympathetic paralysis cause an inequality 
in the degree of exophthalmos. It is true that the 
absolute lid retraction differed on the two sides, being 
less on the side of the greater sympathetic paralysis ; 
but, if the usual position of the right upper lid was 
one of slight ptosis, the relative lid retraction was equal 
on the two sides. It may be inferred from these 
observations that the sympathetic plays no part in 
the production of the ocular signs of Graves’s disease. 


SUMMARY 

* (1) The case is reported of a patient who, suffering 
from paralysis of the ocular sympathetic as a result of 
syringomyelia, developed Graves’s disease and showed 
both exophthalmos and retraction of the upper lids. 

(2) The conclusion is drawn that these ocular 
abnormalities in Graves’s disease are not produced 
by overactivity of the sympathetic. 

I am indebted to Prof. R. V. Christie for kindly 
referring this patient to me. 
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PRESERVATION OF STORED BLOOD 
By MontTaGue Maizets, M.D. Lond., M.R.C.P. 


CLINICAL PATHOLOGIST AT UNIVERSITY COLLEGE HOSPITAL, 
LONDON; AND 


Norman Wuirtaker, M.B. Camb., M.R.C.P. 
(From Emergency Blood-Transfusion Centre, Maidstone) 


Tuis paper is intended to show that the usual anti- 
coagulant solutions employed in the storage of blood 
are hypertonic, and that the addition of polysac- 
charide definitely favours the survival of erythrocytes. 

HYPERTONICITY OF CITRATE SOLUTIONS 

The solution commonly used to prevent coagulation 
of stored blood consists of sodium chloride 0-85 per 
cent. and sodium citrate 1-05 per cent. (Harington 
and Miles 1939), 1 part of this solution being added 
to 2 parts of blood. The mixture usually keeps well 
for four weeks at 2°C., hemolysis being generally 
less than 10 per cent. at the end of this period ; but 
fragility experiments carried out on this stored blood 
show that there is an increased hemolysis in a 0-9 per 
cent. solution of sodium chloride (table II). This 
probably means that the erythrocytes have become 
relatively hypertonic on storage, and that a 09 per 
cent. solution of sodium chloride, which is isotonic 
with fresh cells, has now become relatively hypotonic. 
Resistance of erythrocytes to saline hemolysis 
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depends on their power of swelling so’ as to accom- 
modate a sufficient inflow of water to render the cell 
contents iso-osmotic with the external medium. 
This is mainly accomplished by a process of “ taking 
up slack’? whereby the cell is converted from a 
biconcave disk to a biconvex or even globular shape, 
without the cell membrane stretching at all. The 
maximal swelling that can be measured in hypotonic 
solutions is about 50 per cent. (Maizels), and this can 
be fully covered by change in shape without increase 
in surface area, Thus cell fragility to hypotonic 
salt solutions is mainly an expression of changes in 
the salt and water and the osmotic relations of the 
erythrocyte and does not primarily indicate weakness 
in the cell envelope. 

In acholuric jaundice the fresh cell in its native 
plasma is not biconcave but somewhat spherical ; 
its shape already tends to give maximal volume for 
minimal surface area. In other words, it has very 
little “ slack ” available, and even in its own plasma 
it is half-way towards hemolysis. For this reason it 
hemolyses readily in hypotonic solutions that are 
not hemolytic for normal cells. In the case of.stored 
blood one can readily imagine the cell losing some of 
its normal impermeability and slowly allowing salts 
and water to diffuse inwards until the cell becomes 
globular. Such acell would hemolyse more easily than 
usual in hypotonic saline; but, if the original citrate- 
saline plasma were isotonic with fresh cells, the stored 
cells, though partially distended with isotonic solution, 
would not show any further distension or hemolysis 
in normal saline. That further hemolysis does take 
place (table II) is evidence that the standard citrate- 
saliné solution is hypertonic. More direct evidence 
was secured in the following way :— 

Method.—A special type of centrifuge tube was 
used, drawn out at one end into a long stout-walled 
capillary, which was graduated and calibrated. 
Blood, to which heparin had been added as an anti- 
coagulant, was placed in these capillaries with a 
capillary pipette. Eight such tubes were centrifuged 
for 15 min. at 3000 r.p.m., and the volumes of the 
packed erythrocyte columns were noted. The cells 
were then resuspended in 100 volumes of the test 
solution with the capillary pipette. After 20 min. 
the tubes were recentrifuged and the new volumss of 
the cell columns measured. The second volume, 
V, divided by the first, V,, gives the change of volume. 
In the present experiment, various dilutions of citrate 
and saline were used (table I). The figures were 
obtained from ten different bloods. The margin of 
variation is fairly wide, probably owing to differing 
contents of oxygen, carbon dioxide and lactic acid. 


TABLE I—cHANGES IN VOLUME OF ERYTHROCYTES IN 
DIFFERENT SOLUTIONS 





. Grammes | V,/V1 
Salt solution per cent. pH per cent. 
Sodium chloride 0-9 |} 72 | 100541°5 
a citrate 2°5 7°38 93-5 +1°5 
” ” 2-0 7°38 99-5 +2 
” v 1-75 — | 107542 
% ” 1-5 — 118 +3 
pe chloride and sodium 
citrate 0-85+1-05 — 89-5+1 


If these figures are plotted, the 100 per cent. line 
is crossed at a point corresponding to sodium citrate 
20+ 0-09 g. per cent. Hence sodium-citrate 
solution 2-0 g..per cent. at pH 7-8 is isotonic with 
0-9 per cent. sodium citrate at pH 7-1 and with fresh 
human erythrocytes. Table I also shows that the 
standard citrate-saline solution, 1-05 + 0-85 (Haring- 
ton and Miles 1939), is very hypertonic. In this 
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experiment, where much cell shrinkage is noted, 
citrate-saline and cells were mixed in the proportion 
of 100 to 1. 

To measure cell shrinkage when blood and citrate- 
saline are mixed in the proportions used under 
ordinary conditions of collection, heparinised blood 
was centrifuged in four graduated tubes (comparator 
tubes from Haldane hemoglobinometers are suitable ). 
The volume of plasma and red cells in each tube was 
noted. To one pair only a volume of citrate-saline 
solution was added equal to half the volume of blood, 
so that the first pair of tubes contained centrifuged 
blood only, while the second contained centrifuged 
blood plus half its volume of citrate-saline solution. 
All four tubes were then shaken and after an interval 
recentrifuged. The cells of the first pair of tubes 
showed no change in volume ; those with the citrate- 
saline mixture had shrunk by 5 per cent., which in 
this range of salt concentration is equivalent to an 
increase of 12 per cent. in general tonicity. 

It therefore seems clear that solutions containing 
sodium chloride 0-85 per cent. and sodium citrate 
1-05 per cent. are definitely hypertonic, and that a 
blood system containing a third of such a diluent is 
somewhat hypertonic. Such a solution certainly 
permits erythrocytes to survive for long periods, 
and it is possible that a hypertonic solution may 
favour survival. On the other hand, it is perhaps 
more likely that hypertonicity would favour loss of 
cell impermeability to salts and would favour hemo- 
lysis. From the data in table I it appears that a 
solution containing sodium chloride 0-43 per cent. 
and sodium citrate 1-05 per cent. is isotonic with 
human erythrocytes. The use of this solution as a 
diluent and anticoagulant is being investigated. 

It may perhaps be of interest to compare the 
tonicities of solutions advocated by various authors : 
I.H.T. (quoted by Elliott, Macfarlane and Vaughan 
1939) is isotonic ; so is the preparation of Howkins 
and Brewer (1939). The preparation of Harington 
and Miles (1939), which is advocated by the Medical 
Research Council and is in general use, is, as we have 
previously seen, hypertonic, and so is that of Page, 
Seager and Ward (1939). The statement made 
by Halbrecht (1939), that sodium citrate 3-8 per cent. 
is isotonic cannot be sustained. When | part of this 
solution is added to 9 parts of blood, the overall 
tonicity is 10 per cent. in excess of the physiological 
level. 

PRESERVATION WITH POLYSACCHARIDE 

In the diluent recommended by Harington and 
Miles (1939), dextrose was present to give a final 
concentration of about 0-2 per cent. in the citrate- 
saline-blood mixture. They were definitely of the 
opinion that the dextrose prolonged the life of the 
erythrocytes during the three or four weeks of their 
observation. Dextrose was subsequently omitted 
from the solution recommended by the Medical 
Research Council (1939), possibly because of its 
tendency to caramelise on autoclaving. There is no 
evidence that the trace of caramel observed is in any 
way harmful, and in any case it can be avoided by dry 
sterilisation of the dextrose. However, the omission 
of dextrose from the standard citrate-saline solution 
gains justification from the fact that blood mixed 
with the simpler solution can be used safely for three 
and often even for four weeks, though after a month’s 
storage deterioration is rapid. It appeared to us 
that, though the addition of 0-3 per cent. dextrose 
might improve the condition of blood during the 
first week or so of storage, it was not likely to have 
much effect after a month’s storage, because sooner 
or later it would be destroyed by glycolysis. We 
therefore tried the effect of adding large amounts 
of dextrose (7 per cent.), but this increases hemolysis— 
possibly because the solution was too concentrated. 
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It then seemed possible to us that some substance of 
high molecular weight and very low osmotic pressure 
might form a reservoir from which dextrose could be 
derived, and that such a substance might favour the 
preservation of blood. Substances that appeared 
to be suitable were dextrin and starch. These were 
added to the citrate-saline solution of Harington and 
Miles. It was found that both these polysaccharides, 
particularly dextrin, appeared to inhibit hemolysis. 

Deterioration of erythrocytes was measured in 
three ways: (1) the percentage of cells hemolysed ; 
(2) the colour-index ; and (3) fragility in sodium- 
chloride solutions. 


(1) The percentage of cells hamolysed was estimated 
by centrifuging the mixed stored blood in a series 
of graduated tubes (comparator tutes cf Haldane 
hemoglobinometers). The volume of cells (A) and of 
the supernatant plasma (B) were measured, and the 
colour of the plasma was matched with 0-02 c.cm. of 
packed erythrocytes laked with ammonia and 
diluted with citrate plasma from freshly collected 
blood. If the volume of the diluent is X c.cm., 
the percentage of hemolysis in the cells is 2B ~ AX. 

(2) Colour-index.—In stored blood, as hemolysis 
takes place, the erythrocytes decrease, the hemoglobin 
remains constant, and therefore the colour-index 
rises. Its excess over 1 may be taken as a rough 
index of hemolysis. 

(3) Fragility in sodium-chloride solutions.—Blood 1 
part was added to 19 parts of salt solutions. Two 
dilutions of salt were used: 0-9 and 0-8 per cent 
Hemolysis was measured by comparison with appro- 
priate standard dilutions of the blood hwmolysed in 
distilled water. The findings are here summarised. 


TaBLeE II—FRAGILITY OF ERYTHROCYTES IN SODIUM- 
CHLORIDE SOLUTIONS 
@.: | 3 | 
So..\a . oe |@ 4 Percentage 
3 | 2&@ | Substance added.) FF | eae | 3* | hemolysis 
= =>) Solution NaCl| 235 | 6a 8| os in NaCl 
4 £58 0-85 to Nacitrate) 3, | 682) 3s, ™ 
a | Est 1-05 Eg is &| o5 |___ 
ce x 0-9 | 0-8 
1 53 Dextrin*(control) 0 8-4 1-08) 45 55 
53 pt " 0 79 | 1-09) 55 65 
53 we (added) 1 20/102, 30 | 50 
53 ” » 2 1:1 | 0°89| 5 | 30 
53 ” ” 4 1-2 | 0-93 5 | 20 
2 49 » (control) 0 112 1-11] 90 | 90 
49 . ( op 0 8-7 |1:15/| 95 | 95 
49 » (added) | 1 5-6 |0-93| 35 | 65 
49 »» ” 2 3-0 | 0-96; 25 | 55 
49 os ”” + 31/090) 15 | 45 
3 18 o (control), 0 5-7 | 10 40 65 
18 9 (added) 3 1-4 | O91 10 | 40 
4 21 os (control), 0 4-4 1:09 30 65 
2 - (added) 3 15 0-99 35 
21 Starch oP) 0-6 3-3 | 1-04 10 37 


* The dextrin contains 5 per cent. dextrose. 


The systems consisted of 1 part of citrate-saline 
solution and 2 parts of blood to which dextrin or, 
in one instance, starch had been added. It will 
be seen that when dextrin, and to a lesser extent 
starch, is added, the plasma shows much less staining 
with hemoglobin, indicating that fewer cells have 
been hemolysed during storage; the colour-index 
is lower, and the resistance of the cells to saline 
hemolysis is greater. The number of cases is few, 
but the results though not conclusive are consistent 
and suggestive. It therefore appears probable that, 
when polysaccharide is added to shed blood, the 
erythrocytes remain in good condition for at least 
seven weeks; it is hoped to report further results 
after three months’ sto:age. 

Whether the effects of adding polysaccharide are 
due indirectly to the liberation of monosaccharide 
and how polysaccharide acts either directly or in- 
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directly in maintaining the integrity of blood-cells 
have not yet been determined. The problem of 
how long polysaccharide persists as such in shed 
blood is being investigated. Possibly starch is 
inefficient because it can only be used in low con- 
centration ; if a high content is present, the system 
gels. At present the suggestion is put forward on 
experimental grounds that the following is a suitable 
diluent for blood: sodium citrate 1-05 per cent., 
sodium chloride 0-43 per cent., dextrin 8-5 per cent., 
180 e.cm. of this solution being mixed with 360 
c.em. of blood. The dextrin must be pure (alcohol- 
precipitated B.D.H.). It caramelises slightly on auto- 
claving ; if this is disliked, it may be minimised by dry 
sterilisation in anampoule. It may then be added to 
the citrate-saline solution immediately before use. 

There is no reason to suppose that bloods stored 
with polysaccharide would develop toxic properties, 
but clearly this possibility must be investigated by 
experiments on animals before a trial is made in 
emergency transfusion. 

CONCLUSIONS 

Many of the solutions added to blood for the pre- 
vention of coagulation are hypertonic when compared 
with fresh erythrocytes. The mixture resulting from 
the addition is also hypertonic. 

The following solution is isotonic with fresh ery- 
throcytes : sodium chloride 0-43 per cent., sodium 
citrate 1-05 per cent., and on experimental grounds 
should be preferred to other citrate solutions. 

The addition of dextrin to citrate-saline-blood 
mixtures enables storage to be continued for at least 
seven weeks, at the end of which hemolysis is less 
than half that observed in a simple citrate-saline- 
blood control. 

REFERENCES 
Elliott, G. A., Macfarlane, R. G., and Vaughan, J. M. (1939) 
Lancet, 1, 384. 
Halbrecht, J. (1939) Ibid, p. 202. 
Harington, C. R., and Miles, A. A. (1939) Ibid, p. 1348. 
Howkins, J., and Brewer, H. F. (1939) Ibid, p. 133. 


Medical Research Council (1939) Blood Transfusion Outfit. 
Page, A. P. M., Seager, K. G., Ward, E. M. (1939) Lancet, 1, 200. 


PERNICIOUS ANZMIA IN A CHILD 


By W. Lees Tempteton, M.D. Glasg. 


ASSISTANT PHYSICIAN AND REGISTRAR TO THE LONDON 
HOMC®OPATHIC HOSPITAL 


PERNICIOUS anzmia is recognised as being generally 
a disease of adult life ; indeed, some observers draw 
attention to the fact that the average age in pernicious 
anemia is also the cancer age—i.e., over 50. It has 
only rarely been observed under the age of 20. The 
average age in 550 cases seen by Murphy?! was 55, and 
72 per cent. of the patients developed the disease 
after the age of 50. According to Murphy, reports of 
pernicious anemia in children not only are rare but few 
are supported by unequivocal evidence. He has seen 
one case only under 20 and that in a girl aged 12. 
The following case is reported as an example of per- 
nicious anzemia in a girl aged 14, though there seems 
little doubt that she had signs and symptoms of the 
same condition for at least three years previously- 
i.e., from the age of 11. 

The patient, a girl aged 14, had always been ailing. 
From the first week of birth feeding had been 
difficult. She never ate a square meal. Breakfast 
was the principal meal of the day. Fat had been 
unusually well tolerated, particularly pork. Meat 
of any other sort was abhorred. There was nausea 
at the sight of most meals, followed by a loose stool 
and a feeling of distress. For the past three years 








1. Murphy’s Anemia in Practice, p. 195. 
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there were periods of improvement, when the weight 
went up and she had a little more energy. Then 
would come a relapse ushered in by anorexia, fever 
rarely higher than 100° F., pallor, and extreme weak- 
ness. This would last for a week or so, and then 
there would be a gradual improvement, and so the 
cycle went on. 

For the past year she began to have deep, painful, 
and punched-out buccal ulcers on tongue, cheeks, and 
lips, and her tongue began to look beefy. Pernicious 
anzmia was a possible diagnosis, but the age seemed 
against it, and a blood-count showed a secondary 
anzemia with a colour-index under 1. Slight icterus 
was noted but no jaundice. Examination of the stool 
showed nothing abnormal. 

In January, 1939, she was seen with symptoms of a 
cold: temperature 100° F., pulse-rate 100, but this 
subsided quickly. On May 10 she was again seen 
with fever, no complaint, no signs of cold, but she 
looked extremely pallid and more ill than ever before. 
The whole mouth was ulcerated. The temperature 
swung from 100° F. in the morning to 101° or 102° F. 
in the evening. Blood-count showed 8300 leucocytes, 
of which 62 per cent. were polymorphs, 34 per cent. 
lymphocytes, 3 per cent. large mononuclears, and 1 per 
cent. eosinophils. Widal negative. Agglutination 
against B. abortus negative. Blood fragility normal. 
Urine contained a trace of albumin and no casts. 

On June 2 the blood-count for the first time 
showed a colour-index above 1. The red cells numbered 
2,040,000 ; hawmoglobin 47 per cent., white cells. 
6400, and colour-index 1-1. There was anisocytosis, 
macrocytosis, microcytosis, poikilocytosis, and poly- 
chromasia. No nucleated cells were seen. 

it was now suggested by the pathologist, Dr. H. 
Schwabacher, that the case might indeed be a per- 
nicious anemia. 

A fractional test-meal showed complete achlor- 
hydria. Campolon 2 c.cm. was injected every day 
for a week, but no improvement was noted in blood 
or in general condition. Full doses of iron were then 
given in addition to the campolon, but still there was 
no improvement ; in fact the patient seemed to be 
going downhill. 

Anahzemin 2 c.cm. every alternate day was then 
substituted for campolon, and immediately there was 
a response. A blood-count on June 22 showed 
2,700,000 red cells and 60 per cent. hemoglobin ; on 
June 29 3,000,000 red cells and 70 per cent. hemo- 
globin ; on July 6 3,250,000 red cells and 80 per cent. 
hemoglobin ; and on July 13 3,600,000 red cells and 
80 per cent. hemoglobin. 

Anahzemin was now given every fourth day. Pro- 
gress was continuous, and on August 28 the count was 
4,500,000 red cells and 100 per c nt. hemoglobin. 
The patient was becoming fat, and she menstruated for 
the first time. 

Fever is said to be commonly present during the 
relapses of pernicious anzemia, though rarely above 
100° F., but in this case the higher temperatures could 
well be explained by the ulceration of the mouth. 
This seems to be a true case of pernicious anzmia ; 
apparently the inborn error of metabolism—the 
achlorhydria—was at the back of the patient’s con- 
tinued ill health since birth. The history of relapses 
is typical, and possibly the onset of puberty and its 
consequent strain on the whole economy was the 
precipitating event. In my opinion the patient had a 
series of relapses from which she recovered without 
aid and without recognition of the true cause. 

The history suggests that there may be a consider- 
able number of cases of ill health in children due eit her 
to achlorhydria or to incipient pernicious anwmia. 

The incidence of buccal ulcers is also of interest, for 
some observers have noted that the administration of 
liver extracts has been of value in treating this other- 
wise intractable condition. Perhaps the successful 
cases are those where the pernicious-anzmia factor is 
deficient or absent. 
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REVIEWS AND NOTICES OF BOOKS 


Maladies de l’intestin 


By R. BENSAUDE, honorary physician to the 
H6épital Saint-Antoine, Paris. With the collabora- 
tion of A. Cain, A. Lambling, P. Rachet, A. 
Bensaude, F.. Bertillon, Massot, E. Sidi. Vol. IV. 
Paris: Masson et Cie. 1939. Pp. 374. Frs.90. 


Tus volume is a brilliant reflection of the teaching 
of a great master of proctology. It will be treasured 
especially by those who knew Raoul Bensaude per- 
sonally by visiting the rectal clinic at the Saint- 
Antoine which his dynamic personality made world- 
famous. Almost half the book is concerned with 
hemorrhoids; every aspect of pathology, diagnosis 
and treatment is discussed. Much is said on the use 
and value of sclerosing injections; novel features are 
diathermy coagulation and the use of radiotherapy to 
promote the resolution of thrombosed and infected 
internal piles. The need for a complete examination 
in eases of piles is illustrated by the discovery of'a 
recto-sigmoid carcinoma in about 20 per cent. of cases 
sent to the clinie as suffering from hemorrhoids. 
Throughout the book the medical aspect is to the fore; 
Bensaude’s great experience and his facility for elari- 
fying difficult subjects are seen to advantage in the 
chapters on ulcerative colitis and rectal stricture 
where surgical measures are scarcely described. In 
other places, injection methods and minor surgical 
procedures are advocated in place of the usual radical 
operations. In anal fissure, for instance, only 8 out 
of 170 cases were regarded as requiring surgical treat- 
ment; the remainder were cured by local treatment 
or the deep injection of oil-soluble anesthetics, sentinel 
tags being removed by a diathermy snare. In the final 
chapter a case of actinomyecosis of the rectum is 
recorded in detail. The text is embellished with 97 
line drawings. 

The frontispiece is a photograph of Dr. Raoul Ben- 
saude, and on the opposite page is a tribute to his 
memory by the seven colleagues who were associated 
with him in the preparation of this volume. 


Modern Methods of Feeding in Infancy and 
Childhood 


(7th ed.) By Donatp Paterson, M.D. Edin., 
F.R.C.P., physician for diseases of children to the 
Westminster Hospital, physician to the Hospital 
for Sick Children, Great Ormond Street; and 
J. Forest Smrru, F.R.C.P., physician in charge of 
the children’s department at St. Thomas’s Hospital. 
London: Constable and Co. 1939. Pp. 219. 
7s. 6d. (Diet Sheets, No. 1-8, obtainable from the 
publishers, 9d. per set.) 


Tus book has reached its seventh edition in thirteen 
years. It is easy to see why. The feeding of children 
is covered in 151 pages in a comprehensible, often 
dogmatic, way which is appreciated by medical 
students, practitioners and nurses. These chapters 
inelude a wealth of concrete information about the 
composition of manufactured foods, and thus make the 
book essential for the specialist in infant feeding. 
There are eight sheets (which ean be bought separ- 
ately) of diets for normal children of all ages. The 
final 68 pages contain further information about 
common foods, physiological tables, reprinted 
pediatric examination papers, and an index which is 
fairly good without being entirely accurate. This 
edition is little changed from last year’s, but has 
been brought up to date in some respects (the authors 
note that sulphonamide is excreted in human milk). 
The information about yitamins has not been quite so 


modernised: the various fractions of vitamin B,, 
vitamin K, and citrin are not considered; irradiated 
milk receives only passing mention in the text, and 
does not appear as such in the index. Sources of vita- 
min C could with advantage be discussed from a more 
quantitative point of view. Incidentally, a quanti- 
tative table of vitamin preparations obtainable com- 
mercially would be a useful supplement to the tables 
of the composition of infant foods. 


Functional Disorders of the Foot 

Their Diagnosis and Treatment. By FRANK D. 

Dickson, M.D., F.A.C.S., orthopedic. surgeon, 

St. Luke’s, Kansas City and Wheatley Hospitals, 

Kansas City, Missouri; and Rex L. DIVELEY, A.B., 

M.D., F.A.C.S., orthopedic surgeon to the hospitals. 

London: J. B. Lippincott Company. 1939. 

Pp. 305. 21s. 

Unper their somewhat ambiguous title the authors 
have included the usual postural deformities, pes 
planus and pes ecavus, and also the minor surgical 
diseases of the foot and toes, hallux valgus and 
rigidus, Koéhler’s disease, corns, and so on. In con- 
sidering the acquired postural diseases, conservative 
treatment by various supports and wedges is fully 
dealt with. Not all will agree with the methods advo- 
cated. A short chapter on footwear is followed by 
several on the minor surgical affections of the feet 
and toes. These chapters are well written and con- 
tain useful conservative treatments for these trouble- 
some conditions which are apt to be dismissed in a 
few words in larger textbooks. The final chapters on 
strapping and exercises are also useful. The major 
surgical foot disorders—clubfoot and acquired para- 
lytie deformities—are not mentioned. 


Halliburton’s Handbook of Physiology and Bio- 
chemistry 

(36th ed.) By the late W. D. HALLIBURTON, M.D., 

F.R.C.P., F.R.S., formerly professor of physiology, 

University of London at King’s College; and 

R. J. 8S. McDowALt, M.D. Edin., D.Sc., F.R.C.P.E., 

professor of physiology in the University of 

London at King’s College. London: John 

Murray. 1939. Pp. 977. 18s. 

WHEN a book has achieved its thirty-sixth edition, 
there must be something about it which makes it very 
much worth while. Halliburton is still the only volume 
of reasonable size which includes all the physiology 
and biochemistry which the medical student must know. 
Not only is it a handbook; its 100 blank pages make 
it also a potential notebook. If at times the interpola- 
tions of new material at its many revisions make 
reading jerky, this is more than compensated for by 
its continuing as up-to-date as ever. A true and 
trusted student’s friend. 


A Handbook of Tropical Diseases 
(2nd ed.). By J. C. BANERJEA, M.B. Calcutta, 
M.R.C.P., hon. junior visiting physician, Medical 
College Hospitals, Calcutta; and P. B. Buatra- 
CHARYA, M.B., D.T.M. Bengal Medical Service 
(Upper). Calcutta: U. N. Dhurand Co. Pp. 413. 
15s. 

Tus book is designed for Indian students and 
practitioners, and consequently tropical conditions 
such as trypanosomiasis, yellow fever and certain 
helminthic infections which are not indigenous to India 
are omitted. Within its designed limitations the book 
will have a useful field, for it includes much sound 
knowledge clearly and concisely set out. 
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Community Health Organisation 


Edited by Ira V. Hiscock, professor of public 
health, Yale University school of medicine. 
London: Humphrey Milford, Oxford University 
Press. 1939. . 318. 10s. 6d. 


Rural Medicine 

Proceedings of the Conference held at Cooperstown, 

New York, 1938. Springfield : Charles C. Thomas. 

1939. Pp. 268. $3.50. 

Tue first of these books gives as lucid an account 
as its complicated structure permits of public health 
organisation in the United States; the second shows 
how our American colleagues surmount the com- 
plexities of rural health practice. Rural districts 
present the only remaining field in which the march 
and methods of spread of infectious diseases can be 
studied with aceuracy, a point which Americans fully 
realise. Private practice in remote sparsely populated 
districts has grave difficulties, not the least of which 
is lack of modern aids to diagnosis and treatment; 
in America the supply of these is a duty of the public 
health service. The organisation of the health 
services of the States is bewildering in its variations, 
for it differs in each state and in each of the com- 
munes which make up a state, but under the lead of 
the Health Department of the Federal Government 
there has been steady progress toward uniformity in 
health benefits and administration. Until recently, 
full-time state medical officers were uncommon; though 
they are now becoming general in the larger com- 
munities, their work is mainly propaganda, organisa- 
tion, and the supply of aids to practitioners and 
voluntary agencies which dispense health benefits. 
Full-time clinical assistants to medical officers are but 
little employed. The special health benefits are given 
by doctors acting either on a part-time or piece-work 
basis for the loeal authorities, 


Practice of Allergy 


By WarRREN T. VAUGHAN, M.D., Richmond, 
Virginia. London: Henry Kimpton. 1939. 
Pp. 140. 7s. 6d. 


Tuts small handbook of explanation and instrue- 
tien should be weleomed by the practitioner whose good 
. humour and patience are so often exhausted by that 
difficult, if interesting, problem, the intelligent allergic 
patient. It is clear and didactic but not alarming, 
amusing but not waggish, and the detailed instruc- 
tions, taken from the author’s well-known textbook, 
are meticulous but not fussy. The illustrations admir- 
ably convey the author’s aim of accurate instruction 
fixed by entertainment. There is one serious omission : 
the patient who is intelligent enough to benefit and 
not be frightened by this book could safely be taught 
the advantage and use of adrenaline. More stress on 
this and other methods of relief and less on the value 
of skin tests and desensitisation would have levelled up 
an otherwise well-balanced essay. 


Cancer Handbook of the Tumour Clinic 

Edited by Eric Linsenerantz, M.D., chief of the 

tumour clinic at Stanford University school of 

medicine. London: Humphrey Milford, Oxford 

University Press. 1939. Pp. 114. 14s. 

Tus is a summary of a postgraduate refresher 
course at Stanford University on the diagnosis and 
treatment of cancer. A great deal of information is 
compressed into little space with the inevitable result 
that complications and controversial problems are 
over-simplified. This is particularly so in the first 
chapter which seems to aim at giving a reasonably 
aceurate answer to the questions about cancer the 
medical practitioner is asked by intelligent patients. 
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The second chapter deals with the principles of 
radiation therapy, and includes the mechanism of 
absorption, reaction and quality of radiation in a 
few pages. The chapters on cancer in different regions 
are more useful. The advice is as a rule good, and 
the illustrations teach the learner what is intended. 
The section on cancer within the oral cavity is disap- 
pointing: Few cancer therapists in this country would 
agree that neck dissection is seldom warranted for 
tongue cancer, or with the hopeful prognosis suggested 
for cancer of the pharynx. The accounts of cancer 
of the breast and the gynecological malignant condi- 
tions are on sound conventional lines. There is a 
useful bibliography. 

Clinical Biochemistry 

(2nd ed.). By ABRAHAM CANTAROW, M.D., asso- 

ciate professor of medicine, Jefferson Medical 

College ; and Max TRUMPER, Ph.D., clinical chemist 

and toxicologist ; formerly in charge of the labora- 

tories of biochemistry of the Jefferson Medical 

College and Hospital. London: W. B. Saunders 

Co. 1939. Pp. 666. 27s. 6d. 

Tuts textbook covers the whole field very adequately 
from the practical standpoint, and gives detailed 
accounts of the various clinical tests. The purely 
theoretical discussions, however, could be improved— 
for example, the chapter on protein metabolism loses 
value because it does not give a full account of the 
normal metabolism of proteins, and the information 
given is scrappy and incomplete. But the authors 
inelude a number of investigations which are not 
usually found in this type of book, such as Bennhold’s 
test for amyloid disease. 


Illustrations of Surgical Treatment, Instruments 
and* Appliances 
By Eric L. FarquHARSON, M.D., F.R.C.S.E., tutor 
in clinical surgery, Edinburgh Royal Infirmary. 
Edinburgh: E. and 8. Livingstone. 1939. Pp. 338. 
20s. 


THE title of this book is misleading. Its first part, 
apart from a chapter on infusion and transfusion, 
describes and illustrates the treatment of fractures 
and of a few orthopedic conditions. As far as it 
goes this is clearly written and well illustrated. It 
betrays the admiration which the author says in his 
preface that he has for Bohler and his methods, but 
in many sections the dogmatic teaching which is of 
value in a tutorial class would gain from the broader 
outlook of clinical experience. The second part of 
the book, occupying 111 pages, consists of a series of 
plates, with captions, of surgical instruments in 
common use, from hypodermie syringes to Paul’s tubes. 
It is difficult to see what need this section of the book 
ean meet. 


Quarterly Journal of Medicine 

The October issue contains the following. papers :— 

StmmMonDs’s DISEASE DUE TO PosTPARTUM NECROSIS OF 
THE ANTERIOR PirurraRy. By H. L. Sheehan (Glasgow 
Royal Maternity Hospital). This is a full analysis of the 
pathological and clinical features of the condition, based 
mainly on published records of 32 proved cases. Necrosis 
occurs after a delivery complicated by collapse, usually 
with hemorrhage. In the puerperium of the typical case 
lactation is absent, and there is superinvolution of the 
uterus. Subsequently the patient is apathetic and dull, 
loses hair, has a low basal metabolic rate and a hypochromic 
anzmia, but does not become thin. After 10-30 years the 
clinical features of myxcedema may appear. Substitution 


therapy is not satisfactory, but if a further pregnancy 
occurs the disease is cured, presumably through hyper- 
trophy of the living remnant of the anterior pituitary. 
EXPERIMENTAL LeucocyTosis tv Man. By N. G. 
injections of 


Nordensen (Stockholm). Intramuscular 
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sodium nucleinate and pentose nucleotide (over 50 
observations in all) produce a continuing peripheral 
granular leucocytosis and hasten the maturation of 
granular cells of the bone-marrow in normal subjects and in 
patients with mild infections—.e., in cases where the bone- 
marrow is substantially undamaged; no leucocytosis is 
produced in cases of severe infection and of pernicious 
anemia in relapse, where the marrow is already damaged. 

AryricaAL Hamortytic Ana#muias. By F. Graham 
Lescher and Gladstone R. Osborn (Derbyshire Royal 
Infirmary). Report and discussion of a case of atypical 
(non-spherocytic) macrocytic jaundice apparently cured 
by splenectomy, and of a fatal case of the Marchiafava- 
Micheli syndrome. In the latter, investigation of the 
mechanism of the hemolysis showed the abnormality to 
lie in the red cells ; no hemolysin could be demonstrated 
in the plasma. 

THE NATURE OF THE ARTERIOLAR HYPERTONICITY IN 
AcuTe GLOMERULONEPHRITIS. By W. Meiville Arnott 


NEW INV 


LIFTER FOR FOLDING BED 

The standard army folding bed in use in emergency 
hospitals has proved troublesome, if not actually 
dangerous. It has no wheels, and with a patient in 
it the bed cannot be made to slide because the feet 
bite into the floor ; while, if it is lifted by the ends, 
the central pair of legs buckles downwards under the 
weight of the patient. To overcome these difficulties 
an easily constructed wooden bed-lifter has been 
designed, and has been in use at Botleys Park War 
Hospital for some weeks. Details of construction are 
given here in case others have had similar difficulties 
with these beds. 

The frames are made of ordinary white deal, one 
for the foot of the bed and one for the head, with 





mitred joints fixed with two screws (see figures) ; 
2 2-in. timber was used for the crosspieces, 
3 = 2 in. for the uprights, and 3 = 4 in. for the piece 
which retains the lower rail of the frame under that 
of the bed when in use. The retaining button is 
best made of hard wood. The measurements given 
are for the foot of the bed; the head, being 4 in. 
higher, necessitates a height of 25} in. instead of 
21} in. between the rails of the lifter, and all other 
height measurements are increased accordingly. 

To prevent the collapse of the centre part of the 
bed when the frame is in use, it is necessary to have a 
strut running from the lower rails of the bed at each 
end and supporting the centre of the bed by the apex 
of the diagonal struts of the centre pair of legs. This 
strut is inserted first. We have used a length of ash 
towel-railing supported by wooden blocks bolted on 
at each end, but a 6 ft. 6 in. length of 3 2-in. deal 
would be cheaper and serve equally well. 

In fixing the lifters it is unnecessary to lift the bed 
by hand ; the wheeled end of the frame is slid in under 
the lower rung of the bed, and the upper end of the 





NEW INVENTIONS 





[pEc. 9, 1939 


and G. Douglas Matthew (Edinburgh Royal Infirmary). 
The maximum heat elimination from one hand, when 
vasoconstrictor impulses to its vessels are inhibited by 
immersion of the other hand in hot water, is found to be 
greater in patients with acute glomerulonephritis and 
hypertension than in the same patients after recovery. 
This points to the involvement of a nervous mechanism in 
acute nephritic hypertension. 


A Srupy or Some Serum ELecrroLtytTes in HyPER- 
TENSION. By O. L. V. 8. de Wesselow and W. A. R. 
Thomson (St. Thomas’s Hospital). The serum potassium 
level tends to be low in essential and malignant hyper- 
tension, especially in the latter. The serum sodium level 
is not infrequently low in malignant hypertension. Large 
additions of sodium to the diet of hypertensive patients 
produced small increases in blood-pressure, large additions 
of potassium produced small decreases. Attempts at 
depletion of the body sodium left the blood-pressure 
unaltered. 


ENTIONS 


lifter is raised, 
thus elevating 
the bed; the 
frame is se- 
cured in posi- 
tion over the 
upper bed rail 
with a wooden 
button. Any 
type of castor 
may be used. 
So far we 
have used 
3-in. diameter 
dinner - wagon 
wheels, costing 
38. 6d. per set of four, but they are on the light side. 
Since the wood costs but a few pence, the castors are 
the only considerable item. 





The whole apparatus takes only a few seconds to 
fit ; hence it is unneccessary to have more than a set 
or two for each ward. They are of great service in 
cleaning the ward and in pushing the patients out on to 
a verandah, and would be indispensable in case of fire. 


SUPPORTING POLE 


On 6-6" oi: 
































Us | | 

j | 

Ts 

20 2s 3) 

TP sete ot eres — i . 

Sele 13". °. « tel | Hl |s 
16" 4 

















FRAME FOR FOOT OF BED 


I wish to thank Dr. K. Paddle, the medical super- 
intendent, for permission to publish these details, and 
Mr. T. W. Purkiss for the photographs. 


DupLEeEY M. Baker, M.B. Camb. 
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THE PHOSPHATASE TEST AND 
PASTEURISATION 

Waite the general introduction of pasteurisation 
is slow in coming, its opponents, driven by the 
logic of facts to abandon one objection after 
another, now mainly base their reasoning on the 
contention that while pasteurisation may be 
effective in theory it is often ineffective in 
practice, so that the security it gives is limited. 
This poor argument has received its congé by the 
introduction and perfection of the phosphatase 
test which makes the efficient control of pasturisa- 
tion both easy and practicable. The test depends 
on measuring the phosphatase content of milk. 
The phosphatases are enzymes which are present 
in reasonably large quantities in all samples of 
raw milk, are stable for the period which may 
elapse between collection and laboratory examina- 
tion, and possess a resistance to heat which is 
slightly, but only slightly, greater than that of 
the tubercle bacillus and other pathogenic bacteria 
found in milk. The quantitative test for their 
presence evolved by Kay and Granam can there- 
fore be used to assess the efficiency of ‘* holder ’’ 
pasteurisation. The test has not yet received 
official or legal recognition, although the chief 
medical officer of the Ministry of Health remarked 
in his report for 1936 that ‘‘ the obligation to 
detect in what way the pasteurisation plant or 
technique is at fault actually rests with the 
_ licensee, and if he cannot deliver milk which 
satisfies the requirements of the phosphatase test 
he should not continue to hold a licence.’’ 

Officially only the holder method of pasteurisa- 
tion is recognised, with specified limits of tempera- 
ture and holding time, but much experimental 
work has been done in this country, on the 
continent and in the United States on a different 
set of conditions mostly of the ‘‘ high temperature, 
short-time ’’ variety. On the whole the experi- 
mental work is favourable, so it is important to 
assess the value of the phosphatase test for this 
type of pasteurisation. In a booklet * setting out 
the technique and utility of the test, Mr. H. D. 
Kay, D.Sc., and his colleagues sum up the posi- 
tion by stating that for these variations experi- 
ence is still limited, ‘‘ but there can be no doubt 
that, possibly with minor modifications, it will 
provide as sensitive and searching a method of 
control here as it has already provided for 
‘* holder ’’ pasteurisation. In the United States 
there is more variety as to the times and tempera- 
tures authorised for pasteurisation, not all states 
having the same standards. In general the 


1. The Phosphatase Test for Control of Efficiency of Pasteurisa- 
tion. y H.D. Kay, R. Aschaffenburg and F. K. Neave. 


Shinfield, Reading: Imperial Bureau of Dairy Science, 
Pp. 54. 2s. 


Tech. Communication, No.1. 1939. 
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requirements are less stringent than in Great 
Britain. These differences raise difficulties in the 
use of the phosphatase test but they have been 
largely overcome by the use of various modifica- 
tions of the test such as shortening the incubation 
time or varying the colour standard. All those who 
have employed this test in the practical control 
of pasteurisation plant will concur as to its value. 
The evidence is now ample to justify its use as an 
official test for pasteurised milk as defined by the 
Ministry of Health. 


EVIDENCE FROM THE LYSIN 


Acute rheumatic fever is still an unsolved 
puzzle. Hopes of the discovery of the causal 
agent in the shape of virus or pleuropneumonia- 
like organism have not been realised. But the 
search goes on. For forty years the streptococcus 
has been on and off the stage. At first non-hemo- 
lytic streptococci such as were recovered from 
rheumatic lesions and exudates during life, and 
more often post mortem, by Poynton and Paring, 
BeEattig and Yates, SMALL, and BrrkHauG, were 
incriminated, but in the past ten years the 
hemolytic streptococcus has been the villain of 
the piece. A close relationship between this 
organism and acute rheumatism has been proven 
on clinical, epidemiological, bacteriological and 
immunological evidence. For example, strepto- 
coccal pharyngitis often precedes by 1-4 weeks 
both -the initial attack of rheumatic fever and 
relapses of the disease, while in semi-isolated 
communities epidemics of sore throat are some- 
times followed 2-3 weeks later by smaller out- 
breaks of acute rheumatism. GREEN ' and Cot.is ? 
have recently recorded the isolation of hemolytic 
streptococci from the heart-valves (but not the 
blood), pericardium, glands and spleen as well as 
from the tonsils of patients dead of the disease. 
Agglutinins and precipitins to the hemolytic 
streptococcus have been demonstrated in the 
blood of rheumatic fever patients, many of whom 
exhibit an allergic sensitivity to ‘‘ endotoxin ’’ 
products of the organism. 

Group A hemolytic streptococci (Streptococcus 
pyogenes) may secrete at least three different 
aggressive substances—the erythrogenic toxin 
responsible for the rash of scarlet fever, fibrino- 
lysin which specifically digests human fibrin, and 
hemolysin with which may be linked a leucocidin. 
Each of these substances is antigenic and each 
is independent of the others. The hemolysin, 
often termed streptolysin, has been the subject 
of much study. Early work showed that it could 
best be produced in vitro by growing the strepto- 
coccus in a medium containing 10-20 per cent. 
serum; and this serum-streptolysin was apparently 
non-antigenic since it failed to evoke any 
immunity in the rabbit. Later, from a serum- 
free highly buffered medium, an antigenic 
streptolysin was obtained which was sensitive to 
oxygen but could be reactivated by reduction with 
sodium hyposulphite. In 1934, Wenn obtained 
a powerful hemolysin, which was highly lethal 


1. Green, C. A., Ann. rheum. Dis. 1939, 1, 86. 
2. Collis, W. R. F., Lancet, Oct. 14, 1939, p. 817. 
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to mice, by growing the streptococcus at 30°C. 
und extracting the lysin from the spun deposit of 
cocci with normal horse or rabbit serum. Topp 
has lately simplified matters by showing that 
serum-streptolysin and Weld’s hemotoxin each 
contain two hemolysins: one the antigenic 
oxygen-sensitive lysin which he has called strepto- 
lysin O, and the other, a serum-soluble lysin and 
therefore called streptolysin §, which is very 
sensitive to heat and to acid. Although strepto- 
lysin S is not by itself antigenic, living cultures 
of Str. pyogenes produce in the rabbit both 
antistreptolysin O and 8S. 

Now, we may ask, how do these streptolysins 
and their antibodies behave in acute rheumatic 
fever, and what light, if any, does their behaviour 
throw on the etiology of the disease? In 1932, 
Topp showed that after various kinds of strepto- 
coccal infection the level of antistreptolysin O in 
the patient’s serum rose from 3-100 units to titres 
ranging from 140 to 1700 units. Similarly, during 
and after an acute attack of rheumatic fever, a 
high level of antistreptolysin was found whether 
or not the attack was preceded by a demonstrable 
streptococcal pharyngitis. Further—and these 
observations have been confirmed and extended 
by Copurn and Pavit* and others—the anti- 
streptolysin titre usually rose to a much higher 
level when streptococcal sore throat was followed 
by a rheumatic attack or relapse than it did after 
an uncomplicated pharyngitis. Sruart-Harris 
has recorded somewhat similar results for the 
development of resistance to streptococcal fibrino- 
lysin in the blood of patients with streptococcal 
infection complicated and uncomplicated by 
rheumatic fever. 

The data so far have been concerned chiefly 
with the behaviour of antibody to streptolysin O. 
In our present issue Dr. Topp and Dr. Cosurn 
have, as on former occasions, pooled their 
resources, and having estimated the titres of both 
antistreptolysin O and 8 under varying conditions 
of the acute rheumatic infection, have submitted 
their results to statistical analysis by Mr. Brap- 
rorD Hitt, D.Sc. The findings relating to 
antistreptolysin O are in accord with earlier 
experience—a significantly greater increase in 
titre occurs among children developing a rheumatic 
recrudescence after a streptococcal pharyngitis 
than in similarly affected children, whether rheu- 
matic or not, whose infection is uncomplicated 
by a rheumatic attack. Of the latter two groups 
the rheumatic children show rather higher levels 
than the non-rheumatic. In contrast, the strepto- 
lysin S antibody, which is significantly increased 
after streptococcal infection and more particularly 
in rheumatic children, tends to disappear in the 
presence of severe rheumatic infection and at the 
height of a rheumatic attack. The authors of 
this paper do not attempt any interpretation of 
these apparently contradictory phenomena. That 
rheumatic children who contract a streptococcal 
infection should show higher levels of streptococcal 
antibody than similarly affected non-rheumatic 


}. Coburn, A. F., and Pauli, R. H., J. erp. Med. 1935, 62, 129, 
137, 159. 
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children is understandable on the assumption that 
the tissues of the rheumatic child have been 
previously sensitised to the streptococcus; and 
the intense response in the formation of strepto- 
lysin O antibody which the child with a rheumatic 
recrudescence often exhibits may be due to a 
greater or more continuous production of the 
antigenic stimulus, or to tissues which are in a 
more reactive state. Either of these hypothetical 
happenings may be an essential factor in the 
production of the rheumatic syndrome. But how 
about antistreptolysin 8, the production of which 
seems to be damped down during the active 
phases of a rheumatic infection? Is the antibody 
being swamped by excess of antigen, or is its 
disappearance due to an allergic reaction? What 
is the complement content of the patient’s serum 
And does the rising titre 
during recovery mean that this antibody helps the 
patient to overcome the rheumatic infection? 

It is idle to speculate but we do not doubt that 
the search for the answer to the riddle of rheumatic 
fever will still go on. A word of warning may 
be added. The ubiquity of streptococcal sore 
throat with or without scarlatina and the com- 
parative rarity of acute rheumatic fever indicate 
that a factor or factors—whether genetic, defi- 
ciency, allergic or virus—other than the strepto- 
coccus is concerned in the etiology of the disease, 
so that we must be careful not to read too much 
into observations of the kind which Topp and his 
colleagues have so carefully recorded. 


A MECHANICAL CIRCULATION 


Carpiac surgery has already several achieve- 
ments to its credit, notably the repair of wounds, 
the relief of Pick’s disease, and cardiolysis for 
mediastinopericarditis. Furthermore, success has 
attended operative decompression in cases of gross 
cardiac hypertrophy and aortic aneurysm, and 
more recently methods of establishing a collateral 
blood-supply to the ischemic heart have been 
demonstrated in animals and applied to sufferers 
from angina pectoris. The complete failure of 
intracardiac surgery and the discouraging mor- 
tality associated with the Trendelenburg operation 
of pulmonary embolectomy are therefore all the 
more disappointing. For the repair of intracardiac 
defects, whether congenital or acquired, a blood- 
less field is essential, but this can be obtained 
only by methods such as caval compression which 
entail cessation of the heart’s action. The exact 
period of ischemia tolerated by the various tissues 
of the body is not yet known, but it is generally 
agreed that permanent neurological damage is 
inevitable if the period exceeds four minutes. The 
fundamental problem now emerges of how to keep 
the tissues and particularly the brain alive while 
cardiac and respiratory functions are interrupted 
for surgical purposes. 

Two recent papers indicate the lines along 
which this problem may come to be solved. Using 
a simple technique, O’SHaucHNEssy! has suc- 
ceeded in the cat and dog in arresting the heart 





1. O’Shaughnessy, L., Lancet, Nov. 4, 1939, 996. 
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for ten minutes by caval compression while 
perfusing the brain with oxygenated hemoglobin- 
Ringer’s solution. The animals made an unevent- 
ful recovery and behaved subsequently in a 
perfectly normal manner. GIBBON? reports 
thirteen experiments in which life was maintained 
in the cat by an extracorporeal circulation while 
the flow of blood through the heart and lungs was 
completely stopped by clamping the pulmonary 
artery. His. apparatus was elaborate, but its 
essential features were a pump to withdraw blood 
from the superior vena cava through a cannula in 
the right jugular vein, a revolving cylinder on the 
sides of which the blood was oxygenated, and 
another pump to reinject the blood into the right 
carotic artery in a central direction. The pumps 
were of the constant-injection roller type, and 
ingenious devices were employed to stop the first 
pump whenever the wall of the vena cava should 
be drawn up against the opening of the cannula, 
and to control the output of the second pump. 
The pumps were capable of delivering about 500 
c.cm. a minute, but the oxygenator used did not 
introduce enough oxygen into venous blood to 
maintain life in an animal larger than the cat. 
Six weeks before the experiment a preliminary 
operation was performed to suture the peri- 
cardium directly beneath the skin so that later 
the pulmonary artery could be rapidly exposed 
without opening the pleural cavity. This obviated 
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aes Obstet. November, 1939, 
p. 602. 








CIRCULATION [pEc. 9, 1939 1227 
the use of artificial respiration and allowed obser- 
vation of natural respiratory movements while 
the pulmonary artery was occluded. During the 
occlusion ether vapour was passed through the 
oxygenator to maintain anesthesia. Four of the 
thirteen animals lived for one to nine months 
after periods of occlusion of from twelve to twenty 
minutes. They remained normal in every respect 
and exhibited no neurological changes. 

G1BBon expresses the hope that the method may 
eventually be perfected to such an extent that 
it may be safely employed on human beings. The 
difficulties in the way of its clinical application 
do not appear to be insurmountable. Intravascular 
clotting, whether in the cannulated vessels or at 
the site of operation, could be largely prevented 
by general heparinisation of the patient. The 
main difficulty seems likely to be the construction 
of an oxygenator large enough to satisfy even 
basal human requirements. GrBBon suggests that 
if the apparatus were not at first able to carry 
an entire circulation it might be valuable in 
taking over temporarily a small part of the cardio- 
respiratory functions in an acutely failing heart, 
where the possibility existed that the heart and 
lungs might again be able to resume their full 
burden. He also notes its possibilities in lowering 
the mortality from pulmonary embolectomy and 
in making a surgical approach to the mitral valve 
practicable. The method may in fact open the 
door ultimately to the unknown possibilities of 
intracardiac surgery. 


ANNOTA’ TIONS 


STORED BLOOD 


Tue establishment of blood banks has focused 
attention on the value of stored blood for transfusion, 
and a good deal of work is now being done on the 
changes that take place during storage. Belk, Henry 
and Rosenstein? find that red- cell fragility increases, 
while the number of granulocytes and the coagulation 
power decrease. They observed only 7 minor reactions 
after 400 transfusions with blood whose age averaged 
ten days, but they maintain, on no very clear evidence, 
that the limit of fourteen days before stored blood is 
discarded is much too long, and advise the use of 
freshly drawn blood in the treatment of agranulo- 
cytosis and hemorrhagic diseases. Gwynn and 
Alsever,? who use placental blood for their trans- 
fusions, show that hemolysis only becomes marked 
when the sugar in stored blood falls to a low level, 
and following the examples of Belenkiy* and of 
Harington and Miles * they add glucose to their citrate 
anticoagulant. They say that large amounts are 
needed and that a final content of about 1 per cent. 
in the blood-citrate mixture greatly prolongs the life 
of stored erythrocytes. They observed no ill effects 
with blood a month or even nearly two months old. 
The findings of Dr. Maizels and Dr. Whittaker in this 
issue appear to confirm the value of glucose in cell 
preservation, but they employ a new technique in 
which polysaccharide is added to the diluent instead 


1. Belk, W. P., Henry, N. , and Rosenstein, M. T., Amer. J. 
‘med. Sei. November, Yoo. BR 63 

2. Gwynn, C. A., and Alsever, J. Ibid, p. 634. 

3. Belenkiy, D. N. ., Soviet Khir. 1936, 3, 394 

4. Harington, C. R., and Miles, A. A., Lancet, 1939, 1, 1348. 








of monosaccharide. Their idea is that a substance of 
high molecular weight like dextrin will cause less 
osmotic disturbance than glucose, and will by its slow 
decomposition act as a reservoir from which glucose 
may be derived over a long period. In this way they 
find it possible to maintain stored blood in excellent 
condition for two months. They also show that 3-8 
per cent. sodium citrate and the diluent recommended 
for use by the Medical Research Council, which are 
assumed to be isotonic with blood, are in fact very 
hypertonic. In face of the growing record of successes, 
Macdonald and Stephens® hold the view that trans- 
fusion with stored blood is likely to be valueless. 
They base this view on three groups of observations. 
{1) Increase of fragility on storage, which aceording 
to Maizels and Whittaker, is no real evidence of cell 
damage at all, but merely a physical effeet of seepage 
of salts into the stored cell. (2) Decrease in the 
erythrocyte count on storage; but in stored blood 
quite a thick film of erythrocytes may adhere to the 
sides of the containing vessel and this may account 
for the fall. (3) The finding of deformed eells in 
dried films treated with Leishman’s stain; but cell 
appearances in dried films are often artifactual, and 
may result from simple physical changes in shape on 
storage. In wet preparations, apart from a few 
“ ghosts” and some loss of biconeavity, the erythro- 
cytes look in good condition. The evidence put for- 
ward by Macdonald and Stephen does not, in fact, 
seem strong enough to condemn a_ well-established 
procedure. There is now a stints body of clinical 
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evidence that blood stored for a month or more can 
be used successfully, even as a continuous drip trans- 
fusion, and that reactions are few and bear no relation 
to the length of storage (Hamilton-Paterson °). 
Clearly, if cell hemoglobin is neither excreted in the 
urine nor converted into urobilin, it must remain in 
the blood and be available for oxygen carriage. It 
appears that stored blood is of great value in severe 
acute hemorrhage, useful in the anemia of chronic 
hzmorrhage, but probably contra-indicated in agranulo- 
cytosis and the blood diseases; and it must be remem- 
bered that, while in peace-time the blood bank is a 
convenience, in war-time it is a necessity. 


PAREDRINE IN SPINAL ANAESTHESIA 


Most of those who make frequent use of spinal 
analgesia are troubled sooner or later by the profound 
drop in blood-pressure which is sometimes associated 
with it. The physiological mechanism by which this 
fall is brought about has been the subject of much 
controversy but nearly all are agreed on its oceasion- 
ally serious effects. The drugs used to counteract the 
fall, chiefly epinephrine and ephedrine, are not always 
suecessful. Now a new agent has been introduced in 
the United States, and so far as can be judged from 
the small number of patients on whom it has been 
used it promises to be effective. It is called Paredrine 
and is p-hydroxy-a-methyl-phenyl-ethylamine-hydro- 
bromide. In a series reported by Altschule and 
Gilman‘ paredrine was given to 50 patients in whom 
there was rapid and considerable fall in blood-pressure 
during spinal anesthesia. They gave either 10 to 
20 mg. intramuscularly or 5 to 10 mg. intravenously 
or both. In every instance the administration was 
followed by the return of blood-pressure to a satis- 
factory level. The rise usually began within five 
minutes of the introduction of the drug and lasted 
from 20 to 50 minutes. No untoward symptoms 
were observed. Paredrine causes none of the cortical 
action which accompanies the use of benzedrine and 
its effect is more lasting than that of epinephrine. 
It appears to act almost entirely on the peripheral 
vessels, without increasing the output of the heart. 


PERSPECTIVES IN EVOLUTION 


In his address to the section of zoology of the 
British Association, now published,* Prof. James 
Ritchie begins by glancing at the difference between 
pure and economic science. Economic science seems 
to mean knowledge that directly advances man’s com- 
fort and happiness, and out of which someone, though 
not necessarily the discoverer, may make money; 
while pure science is knowledge which up to now has 
not shown the same adaptability; though, of course, 
it may do so at any time. Then he passes to the 
secret of life, and one gathers that at heart he is a 
meechanist—which seems the up-to-date term for 
materialist—rather than a vitalist, for he points out 
how the kernel of animation, vitalism or life has 
retreated further and further into its shell before the 
attacks of the chemists and physicists. But he is 
verv fair and recognises that no one as yet has made 
artificial protoplasm react by motion to any stimulus; 
and that, he thinks, is the prerogative of life. View- 
ing the quality of life in perspective, he gives some 
startling facts. Sea water, he says, contains only 0-12 
part of ealeium carbonate per thousand, yet some 
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48 million square miles of the ocean floor are covered 
with a deep deposit of caleareous ooze, containing 
calcium carbonate up to 90 per cent., extracted by 
marine animaleules from the sea. Then again the 
lower atmosphere contains only about 3 parts in ten 
thousand of carbon dioxide, yet all our peat, coal, 
oil shale and natural petroleum have been collected 
from this diffused store by plants. A single tree, 
five tons in weight, has absorbed the carbon dioxide 
from 16,125,000 cubic yards of air for its growth. 
These figures are quoted to emphasise the great law 
that: “ While, left to themselves, the units of matter 
in a gas or solution move towards their greatest dis- 
persal, when they are in contact with living organisms 
this dispersal is replaced by assortment and aggre- 
gation.” Not even a bacterium satisfies Professor 
Ritchie as the earliest form of life; he is forced to 
postulate some precellular, diffuse material whose one 
outstanding character is the power of using for its 
own aggrandisement some form of energy external 
to it. And thus the vitalists still hold their fort. 
His account of the way in which the estimated age 
of the earth has increased of late years is amusing. 
In Bagster’s “Polyglot Bible,’ working on the 
genealogies recorded in Genesis, the date of the 
creation was fixed at s.c. 4004. Buffon, in the 
eighteenth century, said that the age of the earth was 
75,000 years. Lord Kelvin, in the nineteenth, sug- 
gested 20 to 40 million years. Sir Archibald Geikie, 
in 1899, required not much less than 100 million years 
since the earliest forms of life appeared and perhaps 
400 million since the world began, while the present 
view is that the birth of the earth, and possibly that 
of the solar system, took place 2000 million years ago. 
He next discusses the slowness of the process of 
evolution. The edible cockle has retained its specific 
characters for 2 million years, while the transition of 
the four-toed horse (Eohippus) to our own one-toed 
animal took 57 million years. On the other hand, 
there seems little doubt that certain species of mice 
and voles have been evolved since the last glacial period, 
a trifling 22,000 years ago. Man of our own species 
has probably less than a million years behind him 
though he did not take his place as the lord of 
creation until Neolithic times, which only reached 
Western Europe some 8000 years p.c. With regard 
to the immediate future—immediate from a geological 
point of view—the higher intellectual, spiritual and 
moral condition of man seems likely to continue its 
advance, and in these days the probability is weleome; 
but Professor Ritchie wisely points out that 180 milliom 
years ago the great dinosaurs were the lords of 
creation, and where are they now? Looking forward 
to the next 100 million years, he says: “It is pre- 
sumptuous to suppose that man, the latest new-comer,. 
is the last word. It is worth while to look on him in 


his biological setting as but one, though so far the 


greatest, of the manifestations of life upon the earth.” 


MASS TESTING OF COLOUR VISION 


THe investigation of colour vision takes a long 
time and needs expensive apparatus and expert 
examiners, so that it cannot easily be included in 
many routine medical examinations of which it would 
be a useful part. Berens and Stein * have now devised 
an ingenious but simple method for testing the colour 
vision of a large number of people at one session. 
The standard Ishihara and Stillings charts are photo- 
graphed on 35 mm. Kodachrome film, from which copies 
ean readily be made. From this coloured lantern 
slides 2 in. square are made to fit a miniature projector 
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and the pictures are thrown on a glass bead screen. 
The test is carried out in a semi-darkened room and 
each examinee is given a card on which ave key 
numbers corresponding with the order in which the 
slides are projected. Opposite each number he records 
the figure which he identifies on the pseudo-isochro- 
matic chart projected on the screen. The results have 
been compared with those obtained with the standard 
test charts and found to be identical. This method would 
be useful in examining candidates for appointments 
in public services, industrial employees, metorists and 
school-children, and it would detect disturbances of 
colour vision due to toxic amblyopia and optic neuritis. 
Tests for illiterate malingerers, the Worth four-dot 
test and the threshold tests after the Young method, 
the Edridge Green and other lantern tests, and the 
kindergarten chart could also be introduced. Berens 
and Stein further suggest that coloured slides showing 
seenes could be used for educating colour-blind people 
to differentiate colours. 


AVERTIN AND THE LIVER 


Ever since it was first introduced Avertin has been 
feared by some because of its possible, and as they 
thought likely, deleterious influence on the liver. 
Clinical experience has now been sufficient to show 
that in practice these fears are mostly groundless. 
Avertin has been used on many patients suffering 
from various hepatic defects, and so far there have 
been few instances in which subsequent ill effects 
could be attributed to the avertin. Avertin has often 
been used, for example, on patients prior to operations 
for gall-stones, without any harm resulting. When 
there is already serious damage to the liver no doubt 
avertin should be avoided, and it is true that experi- 
mentally hepatie necrosis can be induced by avertin, 
but only by giving it in doses or for periods which 
are quite beyond those of clinical practice. In an 
article in the Guy’s Hospital Gazette’ Sir Arthur 
Hurst recommends that neither avertin nor any other 
anesthetic that is even mildly toxie to the liver should 
be given to jaundiced patients, those who have been 
jaundiced during the preceding year or those who 
_give a positive indirect van den Bergh reaction with 
or without obvious jaundice. If there is doubt as 
to the condition of the liver the levulose test should 
be performed before the use of avertin is decided on. 
He also regards avertin as dangerous for alcoholic 
subjects. It has been used on a great number of 
these people without ill-effects, though they are, of 
course, resistant to its action as to that of all anews- 
theties. 


GROWTH OF OPHTHALMOLOGY 


Tue rise of ophthalmology as a special branch of 
medicine is at first sight surprisingly modern, for it 
is essentially a creation of the nineteenth century. The 
reason for this comparatively late growth is that the 
essential foundations—the anatomy and physiology of 
the organs of vision—were lacking until the latter part 
of the eighteenth century. It is true that a school 
of ophthalmology was established at Vienna in 1773, 
but its first professor was a noble charlatan in favour 
with the court. It was not till a true scientist in the 
person of Georg Beer succeeded to the school that real 
knowledge began to spread over the civilised world, 
and the specialty could be said really to exist. In the 
twentieth of the series of primers of medical history 
now appearing under the general editorship of Dr. 
Korun Chaar, Dr. Burton Chance? says: “ The attitude 
2: Opnthalmology. By Burton’Chance, M.D. New York: Paul 
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of the profession towards the subject, in England at 
least, was one of distrust, if not contempt.... At 
the opening of the nineteenth century the surgery of 
the eye was in the hands of travelling quacks who 
couched cataracts in the market-place.” The two men 
who did most to change this attitude were von Graefe 
in Germany and Bowman in England, both endowed 
with highly scientific minds and both brilliant prac- 
titioners of the craft. From the middle of the 
nineteenth century the specialty was firmly established 
and was making immense strides in knowledge and 
skill. Yet the earlier history, especially of the 
eighteenth century, is studded with the great names 
of scientific men who devoted time and research to the 
problems of vision, notably Isaac Newton and Scarpa, 
though the practice of ocular therapeuties was chiefly 
in the hands of charlatans, of whom the most 
notorious and the most successful was Chevalier 
Taylor. In spite of the great advance made in the 
last hundred years there are, as Dr. Chance shows, 
still wide fields open to the inquiring mind. Sym- 
pathetic ophthalmia, for example, though better 
understood than formerly, is still something of a 
mystery, and it can hardly be said that the last word 
has yet been spoken about colour vision. Nevertheless, 
Dr. Chance’s book is a stimulating record of past 
achievement. 


SUCROSURIA 


Ir is some thirty years since Smolenski' first drew 
attention to a rare, but interesting, disturbance of 
carbohydrate metabolism, in which sucrose is found 
in the urine. In health sucrosuria only oceurs after 
the ingestion of very large amounts of cane sugar— 
e.g., 150-250 g—and even then no more than 1 per 
cent. of the ingested sucrose is found in the urine. 
If cane sugar is given intravenously, however, over 
90 per cent. can_be recovered from the urine. This, 
of course, is due to the fact that sucrose can only be 
hydrolysed by sucrase, which is only found in the 
duodenum, or possibly also in the pancreas. Accord- 
ing to Elmer, Krasowska and Ptaszek*, only four 
cases, including one they themselves report, of patho- 
logical sucrosuria have been recorded since Smolenski’s 
original paper. They describe two types of sucrosuria 
—exogenous, where it follows the ingestion of normal 
amounts of sucrose, and endogenous, where it is entirely 
independent of the intake of sucrose. Their case falls 
into the first group. A woman of 25, who complained 
of general weakness, thirst and loss of weight, was 
found to have hypoglycemia, and her urine, which 
contained neither sugar nor acetone, had a specific 
gravity of 1070 and rotated the plane of polarised 
light to the right. As a result of these last two 
findings further examinations were carried out and 
pure sucrose was isolated from the urine. When she 
was given 100 g. of cane sugar a marked sucrosemia 
and sucrosuria occurred, the blood sucrose rising to 
45 mg. per cent. in ninety minutes, and this was 
accompanied by a slight rise in the blood glucose, 
suggesting that some of the sucrose had been hydro- 
lysed to glucose and fructose. A glucose-tolerance 
test gave a normal curve, and neither the ingestion of 
glucose nor of fructose caused any inerease in the 
blood or urinary sucrose. It was noted that the hypo- 
glycemia could only be relieved by the administration 
of glucose. As the authors point out, this type of 
suerosuria must be due either to an increased permea- 
bility of the duodenum to sucrose or to a deficiency 
of sucrase, and in their own case they tend to the 
opinion that it was the latter factor which was 
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predominant, thus explaining their inability to relieve 
the hypoglycemia with large doses of sucrose. Of, 
the endogenous form of sucrosuria, Elmer and his 
colleagues have only found two reported eases, in 
hoth of which there were large amounts of sucrose in 
the urine in spite of the complete withholding of this 
sugar from the diet. In one of these, sucrose-tolerance 
tests were earried out which showed that the ingestion 
of suerose had no effect on the sucrosuria. In both 
there was evidence of pancreatic disease. They put 
forward two possible explanations of this type of 
suerosuria, one being that the sucrose is a normal 
intermediate product of carbohydrate metabolism, and 
that these patients cannot metabolise it beyond this 
stage, so that it is eliminated as such in the urine. 
Their alternative and more probable thesis is that the 
sucrose is actually formed in the body, possibly from 
the phosphoric ester of glucose and fructose, known 
as the Harden-Young ester, which is normally present 
in the body. The fact that so few cases of this 
metabolic abnormality have been reported does not 
necessarily indicate a corresponding rarity of inci- 
dence, as sucrosuria per se does not produce any 
symptoms. It is possible that, if more cases of 
panereatic disturbance were investigated from this 
point of view more examples would be found, thus 
providing material for a thorough search for the cause 
of this interesting if harmless metabolic disturbance. 


CREATINE AND CREATININE 

Stxce Chevreul first isolated creatine from meat 
extract in 1836, the true function of this relatively 
simple compound and of its internal anhydride 
creatinine has baffled each generation of physiologists 
in turn. There have been three distinct periods in 
the investigations. The first dealt with the chemistry 
of the two substances and their occurrence in animal 
organs and exeretions. The second opened in 1905 
with Folin’s introduction of his now classical colori- 
metrie method for determining the two compounds. 
This led to the compilation of an immense amount of 
data, particularly about the effect of age, sex and 
exercise on the exeretion of the two bodies. The 
third period was introduced by the Eggletons and by 
Fiske and Subbarow’s discovery that creatine was 
normally present in muscle combined with phosphoric 
acid, and that this compound played an integral part 
in the chemistry of museular contraction. It is rather 
unsatisfactory that after so much research our know- 
ledge should still be so meagre, and two recent con- 
tributions only serve to emphasise the uncertainty 
which still surrounds the real physiology of creatine. 
Hobson! and Wang? both report that creatine is 
often to be found in adult male urine—-Hobson indeed 
found quite large amounts. If this is true, how was 
it that so many other investigators using similar 
methods failed to find it? Hobson’s subjects were 
trained athletes and eating large quantities of sugar. 
Hobson considers that both physical exertion and a 
high earbohydrate diet contributed to his results, but 
makes only vague suggestions as to the way in which 
they could have done so. Wang has found that one 
of the actions of thyroxin is to produce creatinuria, 
probably by reducing the amount of creatine phos- 
phate held by the muscles. The ecreatinuria of thyro- 
toxicosis diminishes when iodine is administered. He 
has also found ecreatinuria in eases of phlebitis and 
thrombosis of the deep veins, as after an appendicular 
abseess, and also in the paralytie stages of polio- 
myelitis. In the latter disease the creatinuria 
diminishes as the museles recover their function. 
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The central problem of creatine and creatinine 
metabolism is the relation of one compound to the 
other in the animal body. Many attempts to find the 
relationship have been made, but so far without any 
certain result. If this relationship could be established 
it is certain that many of the facts which are now 
known could be explained. It looks as though this 
diseovery would initiate the fourth and possibly the 
most fruitful period of research into the creatine- 
creatinine bodies. Let us hope that it will soon be 
made. 


ALFRED VOGT HONOURED 


Ir was a happy thought of the Festschrift committee 
of the Swiss Ophthalmological Society to use the 
Swiss medical weekly as their medium in presenting 
Professor Vogt with the customary bouquet of 
ophthalmic efflorescences on his sixtieth birthday. For 
one thing it has obviated the appearance of one of 
those solid masses of specialist literature so likely to 
remain unread by all but the producers. By scatter- 
ing the papers of the symposium among a wider circle 
of interest, and by including papers linking ophthal- 
mology with other branches of medicine, the editors 
have produced a couple of eminently readable 
numbers. The subjects range over accounts of 
ophthalmie votive offerings, visual hallucinations, 
industrial eye diseases, veterinary ophthalmology, 
cerebral localisation and rare diseases as well as of the 
more familiar glaucoma and retinal detachment. The 
postmarks inelude Chicago, Lwow, Cairo, Eastbourne, 
Budapest, Vienna and Catania, and it is refreshing 
to find no reflection of the European tension. We may 
hope that Switzerland will maintain her independent 
scientific thought as in the last war when she produced 
the two greatest advances in ophthalmology since the 
time of Helmholtz: the slit-lamp and the operative 
treatment of detached retina. We have to thank Vogt 
for the admirable Slit-lamp Atlas, which first appeared 
in 1921. 


HEALTH SERVICES OF NEW YORK CITY 


Tue annual report for 1938 of Dr. John L. Rice, 
commissioner of health of New York City, is presented 
as an attractive illustrated guide to the city’s health 
services under the title, “ Health for New York City’s 
Millions.” During the past few years New York has 
made immense strides in its public health organisation 
and has achieved a uniform system of administration 
for its seven and a half million people, centred in a 
Board of Health of which the commissioner is chair- 
man. Greater New York is now divided into 38 
districts, corresponding in their powers and duties 
more to our outer ring boroughs than to the metro- 
politan boroughs, to which the dispensation of services 
is delegated by the health board. The board itself 
differs from the health committee of the London 
County Council in having complete central control of 
all health and sanitary services and in covering the 
whole metropolitan unit. The services provided are 
in the main similar to those available in this country, 
but the American system relies less on full-time health 
officers than does ours and has more intimate contact 
with private practitioners, in America always called 
physicians. In Britain the medical functions of 
publie health arose piecemeal to give to the people 
medical benefits which private medical practice did 
not supply, or supplied indifferently or irregularly ; 
but in the American cities public health is framed to 
dispense the benefits through the private physicians 
wherever possible, by supplying them with material 
and specialised help and coordinating their services. 
Consequently there is little friction between the health 
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department and the body of practising physicians. 
The results obtained by the public health service of 
New York have been remarkably good, especially 
during the past two years, so that the report for 1938 
lends itself to propaganda of the best kind; this, no 
doubt, is the reason why it is presented to the publie 
in such an attractive form. 


WHY DOES LABOUR START ? 


In spite of our increasing knowledge of the physi- 
ology of pregnancy the causation of the onset of 
labour remains in doubt, though data are gradually 
accumulating. That mechanical and nervous factors 
play only a subsidiary part has long been observed, 
as is shown by the uncertainty of inducing premature 
labour by mechanical methods. Recent work on the 
endocrine changes in pregnancy has shown the impor- 
tance of «strogenic substances in sensitising the 
uterus near term. (éstrin itself has no specifie con- 
tractile effect on the uterine muscle, a latent period 
occurring before the sensitivity is increased if wstrin 
is given experimentally. Theoretically this might be 
due to alteration in the hormone to a utilisable form; 
by it affecting other substances in the body so that 
they in turn may produce action; or by the perme- 
ability of the myometrial cells being altered. Dan- 
forth and Ivy * are impressed by the second possibility 
and review the effect of mineral ions on uterine con- 
traction. Free calcium ions increase motility whereas 
potassium and magnesium decrease it. Probably the 
action in the body is dependent on a balance of several 
ions, and these workers draw attention to the relation 
between the sex hormones and the mineral metabolism 
and acid-base balance of the body. While returning 
to the view that the onset of labour is determined by 
more than one factor, Danforth and Ivy regard as 
perhaps the essential mechanism in setting the stage 
for labour (as Blair-Bell calls it) the alteration in 
uterine irritability produced by the change in its ionic 
state, this latter change being the result of endocrine 
activity. Before this view is confirmed we must know 
more about the free ionic calcium content of the blood 
and the effects of the sex hormones on the mineral 
balance and alkali reserve. It does, however, correlate 


_many of the known facts. 


DIAGNOSIS OF CARDIAC ANEURYSMS 


CARDIAC aneurysms were recognised as a pathological 
curiosity in the 18th century, but until the appear- 
ance of Sternberg’s monograph? in 1914, only three 
eases had been diagnosed elinically. It was not until 
after the last war that a satisfactory radiological 
method for recognising such eases during life was 
introduced, the first one to be diagnosed by this means 
being reported by Ségary and Alibert* in 1922. The 
literature that had since appeared was reviewed last 
year by Parkinson, Bedford and Thomson,‘ and from 
this it seemed that, while in a minority of cases a 
eardiac aneurysm may be suspected on clinical 
grounds, certainty can only be attained by careful 
radiological examination, and even then small 
aneurysms on the posterior wall of the left ventricle 
may escape notice. 

Two recent papers, one from Sweden and one from 
America, have brought out the value of electro- 
eardiography in the diagnosis of cardiac aneurysm. 


1. Desteath. >». N., and Ivy, A. C., Surg. Gynec. Obstet. October, 
1939, p. 351. 
2. Sternberg, M., Das chronische partielle Herzaneurysma. 
Leipzig, 1914. 
3. Stgery 3 and Alibert, T., Bull. Soc. Méd. trop. Paris, 1922, 
175 


. Parkinson, J., Bedford, D. E., and Thomson, W. A. R., 
Quart. J. Med. 1938, 7, 455. 


— 
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Nordenfelt ® suggests that with large chronic aneurysms 
of the anterior wall of the left ventricle a typical 
electrocardiogram is obtained which shows a relatively 
low R,, an absent Ry, a deep S,, Ss; and Sy, a 
raised S-T segment in all leads, a negative T, and a 
positive T,, T; and T,. As he only ineludes in his 
series cases with large aneurysms and the heart as 
little changed otherwise as possible, he has been able 
to collect only 2 cases of his own and 8 from the 
literature. Of 1300 consecutive elbetrocardiograms 
taken at his hospital, only 2 showed similar changes, 
and both of these were from patients who had recently 
had a coronary occlusion. “The thin walls of the 
aneurysm,” he says, “render it possible to conduct 
away the electromotive forces on the inside of the 
heart. It seems not impossible that their stronger 
effect on one electrode helps to determine the shape of 
the electrocardiogram.” The American workers,’ on 
the other hand, divide cases of cardiac aneurysm into 
three roughly equal electrocardiagraphic groups as 
showing: (1) a downward directed major deflection 
in lead 1 with inversion of T and an upright P wave, 
the ventricular complex in lead 3 being upright; (2) 
downward directed ventricular complexes in leads 2 
and 3 with an upright major deflection in lead 1 that 
may or may not be of low amplitude; or (3) left 
bundle branch block or some other tracing merely 
indicative of coronary artery disease. They could find 
no correlation between the site of the aneurysm and 
the type of electrocardiogram. 

One would not expect there to be any electro- 
cardiogram diagnostic of cardiac aneurysm, for while 
such aneurysms usually occupy the same site—the 
anterior wall of the left ventricle including the apex— 
they vary much in size, in the nature of their contents, 
whether circulating blood or clot, and in the amount 
of associated myocardial disease. It is probably 
wisest to adopt the suggestion of Parkinson and his 
colleagues and divide cardiac aneurysms’ into two 
groups, anterior and posterior, according to the 
coronary branch occluded. Correlation will then be 
obtained with the two main types of electrocardiogram 
obtained in coronary occlusion, the T, and the T, 
type, and the association of one of these with a history 
of coronary thrombosis, enlargement of the heart to 
the left, a normal or low blood-pressure, and distant 
heart sounds will be strongly suggestive of the 
presence of an aneurysm in the anterior or posterior 
wall of the left ventricle. The final diagnosis, how- 
ever, will depend on careful radiological examination. 





Dr. R. A. Youne will deliver the Harveian oration 
to the Royal College of Physicians of London on 
Friday, Dee. 15, at 2.30 pw. He will speak on the 
pulmonary circulation—before and after Harvey. 


Prof. CHARLES VAILLANT, a pioneer of radiography, 
died in Paris on Dee. 4, at the age of 77. He retired 
eighteen years ago because of progressive X-ray 
dermatitis contracted in the early days. 


Tue Hansury Mepau.—The formal presentation of the 
Hanbury gold medal to Mr. T. E. Wallis, reader in 
pharmacognosy in the University of London, was made by 
Mr. Walter Deacon, president of the Pharmaceutical 
Society, on Nov. 29 at the University of Cardiff, where 
the Society’s college of pharmacy is being accommodated 
for the duration of the war. The nature and extent of 
Mr. Wallis’s contributions to the science of pharmacognosy 
were referred to in THE Lancet of July 8 (p. 87). 


5. Nordenfelt, O., Acta. med. scand. 1939, 102, 101. 
6. Eliaser, M., Jun., and Konigsberg, J., Arch. intern. Med. 1939, 
44, 493. 
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SPECIAL ARTICLES 


ELECTRIC-CONVULSION THERAPY IN 
SCHIZOPHRENIA 


By Loruar Katrnowsky, M.D. Berlin, M.D. Rome 





CONSIDERABLE prominence has been given to the 
disadvantages and complications of shock therapy, 
particularly convulsion-therapy, in the treatment of 
schizophrenia. The induction of convulsions by electric 
shocks appears to solve some of the difficulties, 
including the severe states of anxiety and terror 
between the injection and the onset of the convulsion 
and the consequent development of extreme appre- 
hension on the part of the patients during the course 
of treatment. 

Cerletti, of Rome, had for many years studied 
problems in epilepsy by provoking epileptic fits in 
animals, especially dogs. He passed the ordinary 
lighting current (A.C.) through the animals, applying 
one electrode in the mouth and the other in the rectum. 
When convulsion therapy with Cardiazol was intro- 
duced, he suggested using the electric current for the 
same purpose. Bini, of Cerletti’s clinic, constructed 
an apparatus which allowed a certain number of volts 
to pass for an agreed period. After numerous 
experiments on animals Cerletti and Bini (1938) 
began to apply the method to man. Several thousand 
fits have been produced on some hundred patients, 
partly treated in the Rome clinic and partly reported 
from other institutions, without any accident whatever. 
After a thorough study of the literature concerning 
electric accidents I am convinced that by this method 
accidents can be absolutely excluded. Organic damage 
due to electric current is very rare in the brain and 
is obtained only with much higher voltages. Other 
accidents, which can happen even with comparatively 
low voltages, are only to be expected if the current 
passes through the heart. 


TECHNIQUE 

The technique of electric-convulsion therapy with 
Bini’s apparatus guarantees that the current passes 
through the head only. The electrodes, each about 
4 in. square, are covered with a cloth soaked in con- 
ducting fluid (about a 20 per cent. solution of salt 
water) and applied to the patient’s temples. It is not 
absolutely necessary to shave the head, but the area 
of contact is moistened with the conducting paste used 
in electrocardiology. 


The temples were chosen as the best place as the 
result not only of observations made during experi- 
ments on animals but of various other considerations ; 
observations in which I assisted at Foerster’s clinic in 
Breslau suggested that the frontal adversive field 
(area 6a B of Vogt-Brodmann’s classification) was the 
focus from which the fit started in the greatest number 
of cases of “‘ genuine ’’ epilepsy. This seems to be the 
area with the lowest convulsion threshold. Applica- 
tion of the electrodes on both sides of the forehead can 
therefore be expected to produce a fit with the lowest 
voltage. 

At the same clinic experimental stimulation of 
certain cortical areas during operations suggested 
that length of time of application of the electrodes was 
not important, and that the fit was provoked at the 
moment of closing the circuit. We found in shock 
treatment that, if a certain voltage applied for yy sec. 
did not produce an attack, it was useless to make a 
second attempt with the same voltage for a longer 
time. So we limited the later applications to yy sec. 


The hood with the electrodes is put on the patient, 
and the resistance of his head is measured with a trial 


circuit of 1 milliamp. The potentiometer tension 
regulator has a graduated revolving drum from which 
the resistance in ohms can be read. The value of the 
resistance, usually 400-1000 volts, determines which 
voltage is to be applied. The switch is changed from 
the trial circuit to the shock circuit, the voltmeter 
brought to the desired voltage, the automatic stopwatch 
set to ,\; sec., and the shock cireuit closed. A milli- 
ammeter shows the amount of current passing during 
the shock. The first attempt is made with a minimal 
voltage, generally 60-70 volts; hence often uncon- 
sciousness, not a fit, is produced (petit mal). In this 
event, when the patient has regained consciousness, the 
current is applied again immediately. The resistance 
must be measured again; at the second attempt it is 
constantly lower. 

Exact measurements are not absolutely essential. 
We never get the usual constant relation between 
ohm, volt, and milliamp. I am not competent to 
enter into the electric medical problems, which Bini 
proposes shortly to discuss. Apparatus under con- 
struction in England* is fitted with a ballistic millamp- 
sec. meter which, connected with a time switch, of the 
condenser-discharge type, measures exactly the cur- 
rent passing through the patient’s body. This system 
seems to be more suitable to measure currents lasting 
for only fractions of a second than the system used 
in the Italian apparatus, which consists of a milliam- 
meter with a “set-up stop.’’ The inexact figures 
obtained with the former system led Sogliani (1939) 
to discard the preliminary measurement of the resist- 
ance and to use invariably 110 volts. I cannot agree 
to this method. In this way Sogliani nearly always 
has to make two attempts before he obtains a fit. 
That he obtains the fit in a second attempt with the 
same voltage is explained by the fact that every 
passage of current diminishes the resistance. There is 
no doubt that the control of resistance makes the 
method much more exact and should not be neglected. 


The convulsion threshold varies considerably from 
person to person. With our technique we generally 
need currents of 70-110 volts and 300-600 milliamps 
to produce the fits. The shocks are generally pro- 
voked twice a week as in Meduna’s cardiazol therapy. 
In the Rome clinic up to 30 attacks are still generally 
given. The petits mals are not counted, because we 
succeed in provoking a grand-mal fit after a second 
attempt in nearly every case. Not all clinics agree 
on the number of attacks necessary in convulsion 
therapy. I do not intend to diseuss this question; 
but, if the electric treatment proves less harmful than 
cardiazol therapy, it will be easier to continue the 
treatment for a longer period, though patients who 
do not improve after the first five to ten shocks seldom 
do later. A closer sequence of electric shocks should 
be tried, to see if this makes the convulsion therapy 
more effective. There is no cumulative effect of an 
injected drug, and Sogliani (1939) produced several 
fits in one treatment within 10-20 min. without 
any harm to the patient, who is unaware of the several 
applications owing to retrograde amnesia. 

The attack corresponds on the whole to the attack 
provoked with cardiazol. The essential difference lies 
in the latent period. On the closure of the cireuit the 
patient loses consciousness and is almost immediately 
seized with generalised tonic contraction. In rarer 
cases the muscular contractions set in half a minute 
after the loss of consciousness. Even in these 
eases the patient is unaware of any latent period. 
The main difference from genuine epilepsy is the 


* Manufactured by Solus Electrical Co., Ltd., 7, Stanhope Street, 
London, N.W.1. 
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longer tonic and shorter clonic phase. The same 
difference has been noticed by several other investi- 
gators in cardiazol therapy. It is perhaps still 
more pronounced in the electric fit. Just es with 
eardiazol, the patient opens his mouth at the begin- 
ning of the attack, and it is therefore easy to insert 
a rubber gag between the teeth to prevent him from 
biting his tongue. In comparatively rare cases there 
are loss of urine and fwces and seminal emission. 
Frothing at the mouth is also rare. 

After the attack the patient awakens slowly and 
regains consciousness after a few minutes. He is able 
to speak although somewhat drowsy. After 8-10 
min. he seems completely normal and does not show any 
psychomotor agitation. When put to bed he sleeps 
quietly for a few hours, awakening completely restored. 
But, since we have no reason to fear cardiac arrhythmia 
(which we never saw), we generally do not insist on 
putting him to bed. 


COMMENTS 


The advantages of the method are obvious. All the 
disagreeable subjective sensations present in cardiazol 
therapy are missing. There are always instantaneous 
loss of consciousness and retrograde amnesia, even 
if the amount of current has not been sufficient to 
provoke a fit. Therefore the patients never refuse to 
continue treatment because of disagreeable memories. 
Another advantage for patient and nursing staff is that 
psychomotor agitation is almost unknown in electric- 
shock therapy. The patients behave like genuine 
epileptices after an attack and are generally quiet and 
drowsy and sleep if we want them to sleep. Only 
in a very few patients have we seen a slight agitation, 
but these cases do not seem to be more frequent than 
in genuine epilepsy. A further advantage is that 
there is no need for intravenous injections. Economy 
is also made possible both in expensive drugs and in 
nursing staff. 

I have never seen any fractures, dislocations or 
ruptured muscle due to this treatment, but it cannot be 
stated definitely that they cannot happen. The awk- 
ward postures adopted in cardiazol fits are rare, 
and in this respect the electric fit differs less than the 
eardiazol fit from the genuine epileptic attack. Perhaps 


fractures and dislocations may be less frequent because 


the fit does not develop in a state of motor agitation as 
in eardiazol attacks, in which the patient often fights 
with the nurses and has his museles strongly con- 
tracted when the violent fit sets in. 

In comparing the different methods of convulsion 
therapy the first question should be as to which of 
the several treatments entails a minimum of harm to 
the patient. With the cardiazol treatment the problem 
is whether there are undesirable mental sequela which 
do not belong to the normal course of the psychosis 
but are mental changes due to the cardiazol intoxiea- 
tion. Dynes (1939) and others described mental 
changes which appeared rather typically in a 
percentage of patients who had been treated with 
more than ten injections. In the electric-shock treat- 
ment we never found, and would not expect to find, 
anything like this after fits provoked without intoxi- 
eation of the brain. The above-mentioned mental 
sequela acquire greater importance through anatomical 
investigations made by Accornero (1939) and others 
on animals treated with drug-induced convulsions. 
Aceornero is now studying histological changes after 
electric shock. His investigations have not yet been 
concluded, but I understand from a personal communi- 
eation that, even with a much higher voltage than 
we use in man, the animals seem to show only unim- 
portant reversible changes. 


ELECTRIC-CONVULSION THERAPY IN SCHIZOPHRENIA 





[pec. 9, 1939 1233 


The number of cases so far treated is still too small 
to allow definite conclusions to be drawn. The methods 
of Sakel and Meduna have been discredited by many 
critical physicians because the percentage of remissions 
they had found in the beginning was not confirmed by 
any other worker. We do not wish to commit the 
same fault by drawing conclusions from an insufficient 
number of cases and after too short a period of 
observation. According to information given by 
several institutions it ean only be said that the number 
of recovered and improved cases of schizophrenia 
corresponds at least to that of the remissions of cases 
which, in the same clinies, were treated with cardiazol. 
Sogliani (1939) gives an even higher percentage of 
remissions than with cardiazol; but his cases are much 
too few to draw conclusions from. I have started the 
method in several clinics and hope to report later, 
including the experiences of different investigators. 
The sole purpose of this paper is to draw attention to 
the method. 

Opinions about the therapeutic value of shock 
treatment in general are not yet definite. We have 
no reliable statistics of spontaneous remissions from 
the period before shock treatment was introduced. 
But most psychiatrists agree in admitting that 
important progress has been made with the various 
kinds of shock treatment. Producing fits by the 
electric method may be considered a technical advance 
on Meduna’s treatment and may become extremely 
useful in provoking fits during insulin coma, especially 
in view of the fact that injection of a toxic drug 
into a comatose patient can now be avoided. 

In the experimental study and diagnosis of epilepsy 
eardiazol has not given the expected results, the con- 
vulsion. threshold with cardiazol in many epileptics 
being no lower than in other persons (Janz). The 
metabolic and brain conditions in fits produced by 
electric shock much more resemble those of genuine 
epilepsy than they do in fits produced by drugs or 
by hyperventilation; consequently electrical stimula- 
tion may be expected to be of greater use in the 
diagnosis and study of epilepsy. 


I thank Prof. U. Cerletti for enabling me to assist 
at the elaboration of the new method and Dr. Bini for 
many suggestions and for keeping me informed of 
every technical advance. 
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Dee. 7, 1839, p. 414. 
From a leading article. 


To read some persons’ writings, it might be supposed 
that ‘“‘ medical etiquette ’’ was a mystery, or perhaps a 
science which required to be regularly learned, like 
chemistry or botany, before a physician or surgeon could 
conduct himself properly in the professional circle. In- 
deed, it is surprising that a chair of Medical Etiquette 
was never created at either of our Universities; or a 
course of lectures on it made ‘‘ compulsory ” at the Col- 
leges. . . . An impression prevails that some code of 
etiquette exists, venerable for its antiquity, and shut out 
from general perusal, by which powdered physicians, and 
practitioners in pumps, square their own conduct, and 
expect ignorant inferiors respectfully to abide, influenced 
by that instinct of correct submissiveness which naturally 
belongs to the humble. 
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GENERAL MEDICAL COUNCIL 


WINTER SESSION, NOV. 28-30, 1939 





At the opening of the 150th session of the council 
on Nov. 28 Dr. J. H. Burn, a new member appointed 
by the Privy Council, w&s intreduced by Sir Farquhar 
Buzzard, and Mr. E. L. Sheridan introduced Mr. 
Adam Cubie, L.D.S., as an additional member under 
section 16 of the Dentists Act, 1921. Notice was 
received of the appointment by the Privy Council of 
Prof. W. H. Gilmour, M.D.S., as an additional member 
under the same section. The retiring president, Sir 
Norman Walker, then read the address reported in this 
column last week. At its conclusion Mr. H. L. Eason 
was elected president and proposed from the chair a 
vote of thanks to Sir Norman Walker, mentioning the 
many services he had rendered to the council in his 
thirty years of membership, above all others in con- 
nexion with the education and registration of medical 
practitioners in India. Mr. Gamgee, who seconded 
the vote, said that Sir Norman would take with him 
into his retirement the gratitude and affection of every 
member of the council. Dr. Letheby Tidy and Dr. 
J. W. Bone were then elected treasurers of the council. 

After consideration in camera it was announced that 
the following names had been restored to the Medical 
Register: Patrick Joseph O’Shaughnessy, Douglas 
Chatham Pim, Frederick Arthur Pring, David West; 
and the following names to the Dentists Register: 
Hubert Lancelot Terry Bramley, John Herdman 
Faulding, Michael Henry Harte, James Sharples Hop- 
wood. 


Charges against Medical Practitioners 


The council then dealt with charges of infamous 
conduet arising out of eonvictions for drunkenness. 
No names in this group were erased from the register, 
except that of William Aloysius Kennedy. Mr. 
Kennedy had been first summoned in November, 1937, 
after convictions at Neweastle-on-Tyne in March, 
August and October, 1937. He had then been warned, 
judgment being postponed until November, 1938. At 
that hearing he attended but the testimonials he 
produced did not satisfy the council and judgment was 
further postponed until May, 1939. Mr. Kennedy did 
not then attend and judgment was postponed until 
the present session. 

PROCURING MISCARRIAGE 

The case of Arthur Patrick Kennedy, registered as 
of 24 Newbridge Street, Wolverhampton, Staffs, L., 
L.M. 1913, R.C.P. & S. Irel., who had been summoned 
to appear before the council on the following charge: 

That you were on June 22, 1939, convicted at the Chester 
Assizes of the following misdemeanour, namely, of con- 
spiring with other persons to use an instrument with intent 


to procure the miscarriage of two women, and were 
sentenced to eight months’ imprisonment. 


Mr. Vincent Matthews, solicitor, appeared on behalf 
of Dr. Kennedy. Mr. F. P. Winterbottom, of Water- 
house & Co., solicitors to the council, asked leave to 
amend the charge to read “ namely of conspiring with 
other persons unlawfully to procure the miscarriage 
of two women.” Mr. Matthews raised no objection. 
Mr. Winterbottom deseribed the circumstances leading 
up to the conviction. The first illegal operation had 
been performed by a woman, but respondent had 
made all the arrangements and driven the patient home 
in his ear; he had been paid £10. In the second case 
he had received £5 for making similar arrangements. 
He had been charged together with the woman who had 
performed the operation and the two women in whose 
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houses the operations had respectively been performed. 
The women had been convicted on a number of other 
similar charges with which the doctor had not been 
concerned. 

Mr. Matthews argued that this case was rather 
different from the typical ease of its kind. The first 
patient had been made pregnant by a personal friend 
of the doctor, and the second patient had declared her 
intention of committing suicide if the pregnancy 
continued. Respondent had a wife and six children. 
A petition on his behalf had been signed by nearly 
4000 people. 

Dr. Kennedy’s name was erased from the register. 


ADULTERY 


The case of George Holman, registered as of St. 
Gennys, Dover House Road, Roehampton, London, 
S.W.15, M.R.C.S., L.R.C.P., 1909, who had been 
summoned to appear before the council on the follow- 
ing charge: 

That being a registered medical practitioner: (1) You 
committed adultery with Olive May Dunand, a married 
woman, of which adultery you were found guilty by the 
decree of the Probate Divorce & Admiralty Division 
(Divorce) of the High Court of Justice dated November 8, 
1938, and made absolute on May 15, 1939, in the case of 
Dunand v. Dunand and Holman, in which you were the 
co-respondent. (2) You stood in professional relationship 
with the said Olive May Dunand from July, 1923, to 
March, 1938, and with Ernest Lennox Dunand, the hus- 
band of the said Olive May Dunand, and his family, at 
all material times. And that in relation to the faets so 
alleged you have been guilty of infamous conduct in a 
professional respect. 


Dr. Holman was represented by Sir Thomas 
Carthew, K.C., instrueted by Messrs. Le Brasseur & 
Oakley, for the London & Counties Medical Protee- 
tion Society. Mr. Winterbottom read the transeript 
of the divorcee proceedings. Respondent had attended 
Mrs. Dunand at the birth of the second of their four 
daughters and in that way had become introduced to 
the Dunand family, continuing to attend them profes- 
sionally. Towards the end of 1934 Mr. Dunand had 
noticed a change in his wife’s feelings towards him; 
at that time she had had an operation in a nursing 
home. He had asked the doctor if the operation had 
eaused any change. Subsequently she had on two or 
three oceasions gone away by herself, making various 
excuses to stay away. About July, 1936, he had spoken 
about this, and she had suggested a separation, to 
which he did not agree. He himself had been ill in 
1936 and had consulted Dr. Holman professionally 
and told him about the difficulties with his wife. As 
a result of conversation with friends he had told 
Dr. Holman, later in that year, that he thought the 
domestic trouble was due to his wife’s infatuation with 
the respondent. During 1936 his wife had frequently 
been out in the evenings, and Mr. Dunand had said 
that respondent was not keeping away from _ her 
enough. He had spoken to his wife about it, and she 
had been very upset. During 1937 she had again 
spoken once or twice of a separation. On Dee. 31 the 
Dunands and the Holmans had dined together in town. 
On the last Sunday in January, 1938, Mr. Dunand 
had gone out to play golf, and had met his wife and 
respondent driving together; he had been disturbed 
by this, but did not really suspect adultery. On the 
following day he had instructed his solicitors. The 
petition alleged frequent adultery. The inquiry agent 
had testified that on March 8 he had followed Mrs. 
Dunand to a flat, and had later seen the doctor leave 
that place. On March 11 he had seen the doctor let 
himself into a flat with a key, and subsequently the 
two had left separately, and there had then been 
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no reply to the bell. Similar observations had been 
made on two'later dates. The divorce had been 
granted on that evidence. 

Mr. Carthew, addressing the council in defence, 
said that, as none of the facts were disputed, he would 
not call the respondent or his wife as witnesses, but 
the respondent was ready to testify if the couneil 
thought fit. He read statutory declarations from four 
professional colleagues to the professional and 
personal integrity of the respondent, and stressed that 
the affection between Dr. Holman and the lady who 
was now his wife had been maturing for a very long 
time and that they had married as soon as the decree 
had been made absolute. Dr. Holman had suggested 
in 1936 that he should stop attending the family 
but had been persuaded to continue; otherwise this 
unhappy situation would never have developed. 

After deliberation in camera the council decided to 
direct the Registrar to erase Dr. Holman’s name. 


The Pharmacopeia 


Owing to the death of Dr. A. P. Beddard the chair- 
manship of the British Pharmacop@ia Commission had 
become vacant. The selection committee recommended 
the appointment of Dr. J. A. Gunn, formerly professor 
of pharmacology in the University of Oxford and now 
professor of therapeutics in the University and 
director of the Nuffield Institute for Medieal Research, 
The council confirmed the choice of the selection com- 
mittee. Professor Gunn has been a member of the 
commission from the time of its formation eleven 
years ago. 

The pharmacop@ia committee reported to the 


PUBLIC 


A SMALL OUTBREAK OF PARATYPHOID 
FEVER IN A GENERAL HOSPITAL 


By J. V. A. Stwpson, M.D. Lond., D.P.H. 


MEDICAL OFFICER OF HEALTH, TORQUAY 





_ Some noteworthy features are presented in a small 
outbreak of five cases of paratyphoid fever, designated 
A, B, C, D, E, occurring in an adult female surgical 
ward of 20 beds, 19 of which were occupied, in a general 
hospital. The first intimation was received on Feb. 
10, 1939, when A, C, and D were notified with positive 
agglutination reactions and some clinical symptoms ; 
on Feb. 19 E was notified and on Feb. 20 B. On this day 
also another patient, X, was found to be carrying the 
organism without showing any clinical manifestations. 
The following is a brief account of the cases : 


A, aged 15, admitted Jan. 14; hernia, operation 
22nd; onset of paratyphoid 27th ; diagnosed Feb. 10, 
agglutination (H-antigen) 1 in 2560 ; feeces and urine 
positive on 13th. 

B, aged 72, admitted Jan. 12; fracture, no opera- 
tion ; onset of paratyphoid 29th, diagnosed Feb. 20, 
agglutination 1 in 2560; feces positive on 20th. 

C, aged 37, admitted Dec. 10, appendix abscess, 
operation on 12th; onset of paratyphoid Jan. 31 ; 
diagnosed Feb. 10, agglutination 1 in 1280; urine 
positive on 13th. 

D, aged 45, admitied Oct. 6; fracture, operations 
on 7th and Nov. 25; onset of paratyphoid Feb. 2, 
diagnosed on 10th, agglutination 1 in 650; faeces posi- 
tive on 20th. 

E, aged 14, admitted Feb. 6; fracture and concus- 
sion, no operation; onset of paratyphoid 18th; 
positive blood-culture on 20th. 


None of these patients had been in contact with 
any known case of paratyphoid-B fever before 
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council that the work of revising the pharmacopeia 
is so far advanced that but for the war the new 
B.P. eould be published during 1941. The date of 
publication must now be subject to modification. The 
cost of printing and of paper may make it undesirable 
to publish the book in war-time, and national interests 
have also to be considered. Many objections, for 
example, could be raised to the publication of a set 
of new standards at a time when trade conditions are 
disturbed and supplies are difficult. During the last 
war similar problems arose, especially in relation to 
sugar, glycerin, lard and various oils, and in some 
instances it became necessary for the council to modify 
the pharmacopeia. Fortunately the council now has 
the expert advice of the commission on problems of 
this kind. The commission has made contact with the 
Ministries of Food and of Health. The Medical 
Research Council has formed a therapeutic advisory 
subcommittee to advise the medical and pharmaceutical 
professions on the relative therapeutic importance of 
drugs, and on economy in the use of drugs. The 
secretary of the commission, Dr. C. H. Hampshire, 
has also been appointed secretary of the subcommittee. 
The commission is working in codperation with the 
Association of British Chemical Manufacturers. To 
help in providing substitutes for foreign proprietaries 
the commission has been asked to agree upon official 
names for the British products and to include these 
names in the B.P. at the first opportunity. Mono- 
graphs on the British equivalents are in preparation 
and the commission may ask the council at a later 
stage to sanction the issue of an addendum to the 
B.P. containing these monographs. 


HEALTH 


admission, and it was deduced that A, B, C, and D 
were infected on or about Jan. 12—16, whereas E 
could not have been infected until Feb. 6 or later. 
Inasmuch as the food for both patients and staff is 
prepared in a central kitchen and the disease was 
limited to one ward, the possibility of kitchen infection 
was excluded. 

On Feb. 20 the patient X (with a positive agglutina- 
tion of 1 in 2560, the titre being raised probably by 
the antigenic stimulus from the release of organisms 
at the operation) was reported to have Bact. para- 
typhosum B in 
abundance in B 
her feces and 
urine, although AWA? 
no history of io 9 8 
paratyphoid 
fever could be 
elicited. 

Towards the 
end of August, 


A. € 





ee See 


noncnnooon 





Relations of beds of patients with 


1938, t his paratyphoid fever. Case X_ har- 
patient became boured the organism but showed 
ill with fever, no clinical manifestations of the 
malaise, and disease. 


indefinite ab- 

dominal symptoms, which ultimately compelled her 
to go to bed, where she remained for three months. 
The condition was suspected to be of streptococcal 
origin, but cholecystitis developed, and removal of 
the gall-bladder was advised. To this end X was 
admitted to the ward in question on Jan. 12, and was 
operated on on the 20th, when the gall-bladder was 
found in a state of chronic cholecystitis with a few 
black calculi; the walls were thickened and there 
were recent adhesions. Unfortunately no patholo- 
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gical examination of the gall-bladder was carried out. 
Recovery was uneventful, and at no time did the 
patient show any symptoms suggestive of any other 
pathological condition. After the operation her 
carrier condition gradually cleared. 

In point of time the infections of A, B, C, and D 
followed immediately the admission of X to the ward. 
It might be argued that she was a victim with A, B, 
C, and D ; but it is significant that at no time did she 
exhibit any physical sign or symptom of the disease, 
and, when her position in relation to the other 
occupants of the ward is considered, it is difficult to 
escape the conclusion that she was the origin. (A 
somewhat similar small outbreak has recently been 
described by Laidlaw 1938). The relation of the 
patients in the ward is shown in the accompanying 
figure. 

The feeding and nursing of the patients were not 
carried out in any particular or regular sequence, and 
this renders the contiguity of the beds occupied by 
the infected patients all the more striking. Bed 6 was 
unoccupied Jan. 12-17, bed 7 was vacant Jan. 14—-29— 
i.e., at the time A, B, C, and D were presumed to 
have been infected—but none of the patients in these 
two beds before or after those dates contracted 
paratyphoid fever. Jan. 28—Feb. 6 bed 8 was empty, 
but Jan. 12-28 this bed was occupied by a woman 
transferred from another ward ; she was confined to 
bed with an ulcerated leg, and the question arises why 
this patient escaped infection, inasmuch as she was in 
exactly the same circumstances as case B. The only 
feature which was ascertained and may have a bearing 
on this was that, in contrast to A, B, C, and D, the 
occupant of bed 8 was of a reserved and distant dis- 
position ; she made no friends and had nothing to do 
with the other patients in the ward. 

Jan. 12-19 inclusive—i.e., before her operation— 
X was up each day after dinner and was capable of 
getting about and attending to her own toilet; A, C, 
and D were also up part of the day, and B was in bed 
all the time. The infection from X may have been 
carried by the nursing staff to the other patients, but 
in this event there is no reason why the ward distribu- 
tion should have been what it was. An alternative 
suggestion, however, is that X, who was particularly 
generous in sharing with others the fruit and food 
brought in to her, may have infected the first four 
patients (with whom she was especially friendly) 
during the time she was up part of the day. In 
another outbreak (Frazer, Glover, and Glass 1937) it 
was seen how Bact. paratyphosum B could survive for 
some time on such an unlikely medium as the outside 
crust of bread. And it is noteworthy that from about 
Jan. 20, when X was confined to bed and her move- 
ments were restricted, no further infection took place 
until Feb. 6, when probably an entirely different 
origin was concerned. 

The case of E remains to be considered. After the 
first notifications full precautions were instituted, 
including three successive examinations of the blood, 
feces, and urine of the medical, nursing, and domestic 
staff who might have been involved and of the remain- 
ing patients in the ward. On Feb. 13 Sister 7 was 
found to be excreting Bact. paratyphosum B in her 
feces and on the 18th in her urine. In August, 1938, 
this woman had complained of abdominal pain and 
discomfort, which subsided and were attributed to 
visceroptosis ; later some symptoms recurred, and 
on Oct. 10 an appendicectomy was performed. She 
made a satisfactory recovery, left hospital on Oct. 30, 
being given extended leave until Feb. 1, to enable 
her for private reasons to be with her parents at her 
home, which was in another town ; during that time 
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she stayed there and did not undertake any nursing 
work or preparation of food. Apart from this illness, 
which may have been an unrecognised infection of 
paratyphoid fever, there is nothing to indicate how 
she came to be excreting the organism. Since Z did 
not return to hospital until Feb. 1, she had no con- 
nexion with A, B, C, and D, who were infected some 
time before that date. 

An interesting point is whether the infection of E is 
primary or secondary ; it is unlikely that she was a 
primary case with the first four, for A, B, C, and D 
had been infected and were already ill for some days 
before E was admitted. If she was a secondary case, 
it is strange that she was the only patient involved ; 
for by the date of E’s admission all the patients in the 
ward were confined to bed. An alternative is that 
she was infected by Z. E was admitted with con- 
cussion late on Feb. 6 after an accident; she was 
accordingly confined to bed and was hand-fed. Z 
took a special interest in her and during the first night 
spent a good deal of time attending to her ; and it is 
conceivable that this might have been the source of 
E’s infection. It is true that she gave rise to no 
further case, but her association with E was far more 
intimate than with any of the other patients in the 
ward. This explanation is possible ; even if this case 
was the fifth in point of time, of a series who for all 
practical purposes were lying in contiguous beds, no 
infection took place in the ward during more than a 
fortnight preceding the admission of E (who had the 
most severe clinical attack). 

It was recommended to the medical staff of the 
hospital that in future all cases of chronic cholecystitis 
should be investigated for the presence of organisms 
of the typhoid or paratyphoid groups, and that, pend- 
ing a negative result, these patients should be carefully 
barrier-nursed and treated as potentially infectious. 
There is the obvious corollary that adequate facilities 
should be readily available for maintaining strict 
personal hygiene among all the staff, and more 
important still that these facilities should be fully used. 


SUMMARY 


A small outbreak is described of five cases of 
paratyphoid fever in a general hospital after the 
admission of a patient with chronic cholecystitis, 
who proved to have an abundance of Bact. para- 
typhosum B in her feces and urine. 

It is suggested that all patients with gall-bladder 
disease should be treated as potentially infectious 
until the contrary is proved. 
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Mepicat Researcu Councit or IRELAND.—A part-time 
grant has been made to Dr. Martin Little to enable him to 
carry out an investigation of the nervous control of the di- 
gestive glands. Grants-in-aid have been made to Dr. W. R. 
F. Collis, Dr. Oliver Fitzgerald and Dr. Donal Murnaghan. 
The following have had their grants renewed : Mr. Patrick 
Boyle, M.Sc., Mr. T. G. Brady, D.Sc., Dr. P. J. Holland 
Clarke, Mr. R. P. Cooke, M.Sc., Dr. Cecil Mushatt, Dr. 
Oliver FitzGerald, Dr. D. K. O'Donovan, Dr. E. 8. Duthie, 
Dr. Ninian Falkiner, Prof. W. R. Fearon and Prof. R. W. 
Ditchburn, Ph.D., Dr. Gerald FitzGerald, Prof. J. B. 
Gatenby, D.Sc., and Miss O. E. Aykroyd, Dr. David 
Mitchell. 


METROPOLITAN Ear, Nose AND THROAT Hosprtat.—The 
outpatient department of this hospital is open every week- 
day from 10 till 11.30 a.m. 


— 6 4 & 





et a es ee a eee, Eh oe: ae” ee i ete a 


— Tee OO ee kes 


SPeocro at eto eat a awe a2 eee Ste oO 





oe kk i, Bl 





_and kindness which I ean hardly credit. 





THE LANCET] 





(pec. 9, 1939 1237 


GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 


various occupations. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index 


FROM A NORTH-COUNTRY PRACTITIONER 


II 


I HAVE no regrets that I chose to be a general prac- 
titioner. The avenues of escape into specialism, public 
health, general or special hospitals made and make 
no particular appeal. I am satisfied to form a small 
almost innominate part of what the higher ranks in 
expansive moments refer to as the “ backbone of the 
profession,” but more generally as “only G.P.s.” To 
hospital physicians and surgeons cases are interesting 
examples of disease and their concern is with pathology 
and treatment. Usually they see neither the beginning 
nor the end. To them the patient’s individuality, his 
temperament, his domestic, emotional and financial 
environment are of minor importance. To the general 
practitioner they are a primary concern. My patients 
expect close personal interest and hope to be relieved 
of their disease. They give me as much in confidence 
as I give in advice. If I cannot deal with their eon- 
dition or arrange for it to be dealt with satisfactorily 
they expect me to say so. Otherwise they go else- 
where. In consequence some hold that the practitioner 
has become nothing more than a glorified cinema 
attendant with a perpetual “ This way, please” on his 
lips. I think it takes a trained and experienced 
person to listen to a patient’s tale patiently, bear with 
his prejudices, sympathise with his outlook, lead him 
through the warren of specialties to the right quarter, 
and still retain him as a patient. Practice brings me 
into contact with a large number of different people, 
and since people above all interest me I am content. 
I am constantly able to learn more of human nature, 
constantly reminded how impossible it is to know the 
motives of others, constantly surprised at people’s 
goodness, badness, and vanity. I have seen whole 
families disrupted over a legacy of one or two 
hundred pounds. I have seen examples of devotion 
In spite of 
our loss of caste since the introduction of the Insur- 
ance Act, in spite of our unpopularity as a profession, 
I have no desire to change. 

* * - 


The joy with which attacks like “ The Citadel” are 
greeted is a measure of our popularity. Probably all 
professions are unpopular because the public feels 
that it has had to give too much away to professional 
men in more senses than one. We are certainly less 
unpopular than the Law or the Chureh. And the 
public reserves unpopularity for the mass; the indi- 
vidual remains free. A patient delights to contrast his 
welcome at a house with mine. He is an insurance 
manager who investigates and often rejects claims on 
behalf of his company and is sure that if I did his 
work for a month my view of human nature would be 
entirely different. Unlike other professional men our 
doings, private and professional, form a staple subject 
of conversation in the factory, at the local codperative 
shop, and in the pub. The upshot is that for some 
people Dr. A. is no good at all and for others he ean 
do no wrong. Osler said there were only two sorts 
of doctors: those who practice with their brains and 
those who practice with their tongues. It may be so, 


but the public is quite incapable of making the dis- 
tinction and on the whole we receive a great many 
I have never met a man 


more ha’penee than kicks. 


with a lower opinion of the profession than the secre- 
tary of a medical agency whom I interviewed. He 
made it clear that all doctors were mercenary, untrust- 
worthy and unscrupulous—and incidentally that he 
himself was underpaid—and would have heartily 
agreed with the view that diagnosis is the physician’s 
foreeast of disease by the patient’s pulse and purse. 
All that emerged from the Stygian gloom of this 
interview was an epileptic locum of whom I had to 
disembarrass myself at the height of an influenza 
epidemic. Practice in general is not nearly so mer- 
cenary as public haggles over the capitation fee and 
the outlook of agency secretaries might suggest. But 
we do not pretend to be complete philanthropists. An 
old practitioner used to say “If your patients annoy 
you, aggrieve or despitefully use you, don’t be angry. 
Put it on the bill.” Another wrote, “ Get all you ean. 
Then eventually you will be given a long obituary 
notice and die beloved by all those who never knew 
you.” 
* 7 * 


Practice is not what it was. We are no longer free 
to put a night-capped head out of the window in 
response to a night-call and say “Go to hell,” as a 
distant predecessor was wont to do when so inclined. 
The inclination is still there but it cannot be done in 
these days. Intelligent doctors recognise that their 
art has limitations and would get on better with the 
publie—no longer completely uninstrueted—if they 
said so unequivocally. We no longer dictate in the 
sickroom; rather we suggest and if we are wise we 
no longer fly into a rage when our every instruction 
has not been carried out or some time-honoured home 
treatment has been introduced in addition. It is just 
as effective to explain to patients that they are paying 
for advice and that it is their business whether they 
take it or not. If they like to put medicine down 
the sink, that again is their business. Many, bottles 
of medicine do no good; probably few do any harm. 
Many a patient however instinctively shares Voltaire’s 
view that physicians pour drugs of which they know 
little into a body of which they know less. What 
grandmother inculeated so firmly is not readily eradi- 
eated. Many patients have a pathology and treatments 
all their own. A good deal of treatment goes on 
which the doctor never ordered just as a great deal 
is repeated which the doctor never said. One learns to 
tolerate sundry herbs, green ointment from a local 
shop, goose-grease and even dog fat, whilst the man 
with a private store of homeopathic aconite pills is 
always with us. Fresh cabbage leaves are still to be 
found bound on to rheumatie joints. Some families 
produce definite reasons for all their ills. One old 
lady never tired of telling how forty years ago on a 
very hot day she drank a jugful of cold lemonade. 
As a result the complete lining of her stomach came 
away. Ever since she had had to live on a most 
carefully selected diet. After a cerebral hemorrhage 
she forgot her pathology and ate widely and freely 
with no gastric disturbance. Her daughter consider- 
ably overweight was sure that milk was good for her 
persistently high blood-pressure. She could not be 
persuaded otherwise, and as she spent her time in bed 
she steadily inereased in weight with four glasses of 
milk a day in addition to her ordinary food. This was 
in the days before the introduction of mass suggestion 
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in the shape of “ Milk for Strength,” “ Bread for 
Energy” and “Guinness is Good for You.” The 
number of patients inquiring whether they should 
have a Guinness, or explaining that they have already 
begun to have one, leaves one in no doubt as to the 
efficacy of good advertising. Priestley sums up the 
situation with “A million donkeys listen and nod 
and pull away at the cart and do not hear from 
behind the shafts the scornful snigger.” The profession 
is no more proof against it than the ordinary public. 
The persistent and clever advertising of foreign drug 
firms has made their preparations household words 
in a profession in which post-hoe fallacies abound. 


MEDICINE AND THE LAW 


Inquest Statements 


Jervis on Coroners makes it clear that depositions 
taken at a coroner’s inquest, together with any inquest 
verdict or rider, are inadmissible in an action for 
damages for negligence. This position was established 
by Barnett ». Cohen in 1921. In 1918 Lord Justice 
Swinfen Eady had ruled (in Bird v. Keep) that the 
verdict in the coroner’s court could not be accepted in 
the High Court as evidence of the cause of death. 
A recent decision in the Court of Appeal (Sloane v. 
Hanson) shows the limited use of the depositions. A 
plaintiff has been allowed, in the preliminaries to a 
ievil action, to administer an interrogatory asking the 
defendant whether he did nnot at a specified inquest 
make a specified statement as contained in a copy of 
the deposition taken by the coroner. This decision is 
a natural consequence of the judgment in Calmenson 
(printed per incuriam as Calminster in Jervis) v. 
Merchants’ Warehousing Co. Ltd. There Lord 
Dunedin had no doubt that the depositions could be 
used for cross-examining a witness, though he depre- 
cated the arrangement to which the parties to that 
action had agreed. By consent of both sides the 
coroner’s depositions had been made available in a 
civil case and had then supplemented that evidence 
by a further instalment of testimony from one of the 
witnesses whose deposition had already been used. 


Divorce for Insanity 

In the Divorce Court last week the President made a 
statement emphasising the requirement of independent 
medical opinion where divorce is sought on the ground 
of incurable insanity under section two of the Herbert 
Act. Respondents in these eases, if of unsound mind, 
cannot appear on their own behalf; a guardian ad 
litem (for the purpose of the proceedings) is 
appointed. If the interests of the respondent are in 
the hands of the Official Solicitor, a searching inquiry 
is made into the matters on which the court has to 
satisfy itself—namely, the existence of incurable 
unsoundness of mind, and the fact that the respondent 
has been continuously under care and treatment for 
a period of at least five years immediately preceding 
the petition. In the particular case before him last 
week a guardian ad litem had been appointed by 
family arrangement and no independent medical 
opinion had been obtained. The President drew 
attention to the now established rule of general prac- 
tiee that, except in exceptional circumstances, the 
respondent’s interests must be safeguarded by inde- 
pendent medical examination, and in this respect the 
guardian appointed under family arrangements must 
act just as strictly as would the Official Solicitor. 


MEDICINE AND THE LAW.—GERMANY 
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GERMANY 
(FROM A NEUTRAL CORRESPONDENT) 


DYSENTERY 

Dr. Ernst Rodenwaldt of Heidelberg notes 
in the Deutsche Medizinische Wochenschrift for 
Nov. 17 that, in the last war dysentery headed the 
list of infectious diseases in the German army with 
more than 155,060 cases. He remarks that the results 
of vaccination against this group of diseases have 
proved unconvincing. But he thinks the use of a 
polyvalent vaccine prepared with special reference to 
the Shiga-Kruse bacillus is justified. For an epidemic 
of dysentery is apt to be extremely demoralising, and 
when it is due to the Shiga-Kruse bacillus and the 
patients are already debilitated the mortality may 
reach a cholera level. Rodenwaldt urges that even 
before any epidemic has broken out care should be 
taken to keep the subjects of intestinal disease apart 
from their fellows. 


NOTIFICATION OF CONGENITAL ABNORMALITIES 

The Ministry of the Interior has issued an order 
making certain malformations notifiable at birth. 
These inelude idiocy, mongolism (particularly when 
associated with blindness and deafness), microcephaly, 
severe or progressive hydrocephalus, defects of the 
limbs, clefts of head and spine, and certain paralyses. 

WETTEREMPFINDLICHKEIT 

The meteorological and geophysical institute of the 
University of Frankfurt a.M. has instituted research 
into sensitiveness to weather conditions. It has 
appealed to all weather-sensitive persons, including 
the war-wounded with sears which become painful 
under certain meteorological conditions, asking them to 
set out their experiences on special questionary forms. 


BACK TO NATURE 

On the initiative of the Reichsgesundheitsfiihrer, a 
society has been established for the cultivation of 
natural living and healing. This body, under the 
charge of Dr. E. G. Schenck, is to undertake the 
scientific study of certain problems concerned with 
publie health, and is to put its results at the service 
of the publie. 


The death is announced on Nov. 6 of Dr. Alwin 
Besserer, honorary professor of social medicine at the 
University of Miinster, at the age of 63. 


INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDFD 
Nov. 18, 1939 

Notifications.—The following cases of infectious 
disease were notified during the week: Smallpox, 0 ; 
scarlet fever, 1359; whooping-cough, 1334; diph- 
theria, 963; enteric fever, 22; measles, 1830; 
pneumonia (primary or influenzal), 637; puerperal 
pyrexia, 174; cerebrospinal fever, 37 ; poliomyelitis, 
13 ; polio-encephalitis, 1 ; encephalitis lethargica, 1 ; 
dysentery, 46; ophthalmia neonatorum, 81. No 
case of cholera, plague or typhus fever was notified 
during the week. 

Deaths.—In 126 great towns, including London, 
there were no deaths from smallpox, 1 (0) from enteric 
fever, 1 (0) from measles, 1 (0) from scarlet fever, 3 (1) 
from whooping-cough, 29 (1) from diphtheria, 31 (3) 
from diarrhoea and enteritis under 2 years, and 31 (8) 
from influenza. The figures in parentheses are those 
for London itself. 


West Hartlepool had the only death from typhoid. Fatal 
cases of diphtheria were scattered over 21 great towns, Liverpool 
reporting 6. Birmingham had 11 deaths from diarrhoea. 
Three deaths each in Liverpool and Manchester were attributed 
to influenza. 
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LETTERS TO 


A PLAN FOR BRITISH HOSPITALS 


Sir,—It is unfortunate that in putting forward his 
plan your commissioner should have delivered a 
number of broadsides against the consulting staffs of 
the voluntary hospitals and should have linked the 
scheme with an altruistic plan to rescue the con- 
sultants from penury. It is to be regretted that 
eminent members of the profession, in replying, 
should have spent all their energies in dealing with 
minor points in the plan. Surely any hospital plan 
for this country or for. g~ny country should provide: 
an adequate hospital service for the needs of the 
whole community ; facilities for the training of medical 
and nursing personnel; opportunities for medical 
research; and an adequate livelihood for the personnel 
employed in the service. 

The main criticisms offered by your correspondents 
have been: : 


(1) The lack of need for decentralisation—and 
much of their argument has been based on the recent 
E.M.S. schemes. 

(2) The inconvenience of travel to patients, 
patients’ friends and medical personnel, if hospitals 
were decentralised. 

(3) That full-time medical service attracts an 
inferior grade of person. 

(4) The pre-eminence of the voluntary hospital in 
ethical standards and the assumption that the hos- 
pitals are still “‘ voluntary.”’ 


1. The report of the Voluntary Hospitals Commis- 
sion, under the chairmanship of Lord Sankey, stressed 
—as your special commissioner noted—the need for 
cooperation among the voluntary hospitals and the 
need for some form of regionalisation. Unreserved 
defence of the present grouping and arrangement of 
voluntary hospitals, therefore, is an indication of 
individual prejudice and vested interest rather than 
reasoned thinking. One does not wish to decry the 
work of the great London teaching hospitals, but surely 
it is not in keeping with the present distribution of 
the population that the majority of them le within 
an area some three miles in diameter in the centre 
of London. 

2. Many of your correspondents eriticise the incon- 
venience caused to patients, patients’ friends and 
medical personnel in visiting hospitals in some decen- 
tralised scheme. Nothing illustrates more adequately 
the biased opinion of many of your correspondents in 
putting forward this plea. Several years ago I was 
acquainted with the working of two large teaching 
hospitals in London. On one oceasion in a ward of 
some twenty-odd beds there were only four patients 
who lived within the area of Greater London. There 
were patients from Carmarthenshire, Devonshire, 
Yorkshire, Laneashire and many, of course, from the 
Home Counties. Members of the honorary staff of 
teaching hospitals often serve on the staffs of local 
hospitals and of municipal hospitals and have their 
consulting-rooms in another place. During the day 
they spend a considerable amount of time travelling 
from one to the other. Surely it would be much more 
economical if they were to be attached to one hospital 
and had a private consulting-room in an adjoining 
building or actually on the hospital premises. Refer- 
ences to the absence of library facilities and the lack 
of codperation amongst colleagues which would result 
from the hospitals being situated in suburban aréas 
is hardly worthy of consideration. Many consulfants 
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have their residences in the country, to which they 
retire for the week-end. Surely the processes could 
be reversed and they could live in the country and 
come to the city for the week-end. The Royal Society 
of Medicine provides an excellent postal service of 
books to members, and, although not quite as pleasant 
as being able to browse in a library, there is no need 
for people to be eut off from library facilities, as 
members in the provinces have long realised. 

3. Whilst agreeing with some of the criticisms of 
correspondents concerning full-time appointments, one 
is surprised at the injustice of many of their state- 
ments. In university life it has been the practice for 
many years for the staff to be employed full-time. 
This applies also to the legal profession, which in 
its conditions of practice resembles the medical pro- 
fession more than, say, a department of chemistry. 
Althotgh individuals may, as your correspondents 
suggest, settle down to an easy life in a full-time 
appointment, this is not true of the majority of 
university staffs. It is unjust to our colleagues who 
are at present working in professorial units and with 
the Medical Research Council to suggest that they 
have taken these appointments merely to have an easy 
life. Dr. Bennett stated that on the Continent the 
full-time system did not apply to the professors. He 
did not mention, however, that most of the professors 
had spent many years in full-time work before 
attaining eminence and that it is largely on the 
reputation they have gained as teachers and in research 
that they are appointed to the chairs of medicine. 
In the Seandinavian countries there are many more 
full-time appointments than there are in this country 
and no-one would suggest that medicine in Denmark 
and Sweden is in any way inferior to that in this 
country. The competition of consulting practice does 
necessitate a man, to use your correspondent’s phrase, 
“keeping alive,” but so often his keeping alive is a 
superficial process. He skims the surface of know- 
ledge because he has not the time to tackle fundamental 
problems and much of the research work undertaken by 
a person in consulting practice is of necessity 
descriptive or a collation of facts rather than of a 
fundamental character. 

4. The voluntary hospitals have made a great con- 
tribution to the medieal service of this country and 
no system which has done so much for the good of 
the community can be lightly superseded, but it is 
necessary to remember that times have changed and 
that hospitals are voluntary merely in name. The 
proportion of income which is received from legacies 
is today relatively small. Many of the voluntary 
hospitals receive as much as a third of their income 
from the various workmen’s contributory schemes. 
Two other sourees of income are the contributions of 
the patients themselves, and the contributions from 
public funds. The representation of these bodies on 
the boards of voluntary hospitals is comparatively 
small. A voluntary hospital board could be likened 
to an ordinary company board of directors save that 
they have no profits to declare. The constitution 
differs mainly from that suggested by your special 
commissioner in that it is less democratic. One could 
create a trust such as he suggests or utilise the already 
existing British Hospitals Association in order that 
the hospitals should have a national as well as a local 
outlook. Further, it is essential that the distinction 
between voluntary and municipal hospitals be removed. 

~. I trust that you, Mr. Editor, will call a Lancer 
Commission to consider future hospital policy in this 
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country, in order that the profession may give a lead 
in the developments which are necessary for the well- 
being of the community. 


I am, Sir, yours faithfully, 


Leeds, 1, Nov. 25. R. E. TunBRInGE. 

Sir,—Certain of the prospects of your commissioner 
may not be without attraction to some minds, for 
example, the hospital in the country, and a fixed 
income and a pension, but it is not the dreams of your 
commissioner that excite surprise and indignation so 
much as his nightmares. One is tempted to believe 
that he bases his knowledge of the consultant’s life 
on “The Citadel.” Perhaps the study of medical 
history would mellow his outlook. 

As regards the consultant, your commissioner 
appears to have fallen into certain vulgar errors. 
He seems to confuse the Harley Street man with the 
consultant, he hints at jealousy and envy, and he 
appears to cherish the fallacy that consultants are 
either fabulously rich or abjectly poor. There are 
those who make a good income and those who do not, 
both in consulting and general practice. This is not 
peculiar to consulting practice, and every man worth 
his salt ean make a living. Many consultants purposely 
curtail their practice, deflecting some of it to juniors, 
in order that it shall not overwhelm what they consider 
their primary work, research and teaching. To imply 
that consultants are going round with their hats in 
their hands begging for a few crumbs of practice is 
nonsense. Most of every real consultant’s practice 
comes from the best type of general practitioner, not 
because he wishes to be kind and patronising, but 
because he wants another opinion, just as we ourselves 
not infrequently want another opinion, and he wants 
the opinion of an expert, of one whose training and 
experience have brought him into frequent contact 
with the rarer conditions and sequences, and given 
him opportunities for research on them. Great care 
must be taken lest this question leads to a discussion 
of general practitioner versus consultant. Both may 
be highly expert, both possess the highest qualifications, 
but their function and their training are different. 
Both are needed. Both, under our present system, 
come into the closest contact with human nature with 
the veneer off. 

Then as regards the financial difficulties of the 
voluntary hospitals. A state medical service would 
perhaps solve these, but this is not the only method; 
there is the example of the Mayo Clinic. Acecommoda- 
tion for paying patients, with expenses graduated 
according to their means, attached to every big 
hospital and every special hospital, will go far to 
solve the financial troubles and abolish the degrading 
hospital begging to which we have had recourse in 
the last two decades. In this way we may retain 
what seems to many of us a priceless heritage, and 
not one to be lightly swept aside amid the clouds of 
the hideous emergency of war. 


I am, Sir, yours faithfully, 


Regent’s Park, N.W.1, Nov. 23. F. G. CHANDLER. 


Sir,—The emergency hospital schemes that are 
developing rapidly throughout the country have pro- 
foundly modified the functions and staffing of 
hospitals. Under pressure of necessity hospitals are 
being extended, others reconstructed, and new hos- 
pitals are springing up, so that in the end a multitude 
of new beds will be added to those that now exist. 
It is clear that, as your special commissioner pointed 
out, new administrative problems will arise, even if 
only a proportion of these beds are ultimately retained 
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for use in times of peace. Those in the public health 
service are watching these developments with the 
greatest interest, because it is more than likely that 
what is worth preserving of the new order will con- 
tinue in use after the war is over. No doubt many 
local authorities, particularly the most progressive, 
will grasp the opportunity of using the most suitable 
of these added facilitiés to make good the shortage 
of beds, as they are empowered to do under the Local 
Government Act. 

Among the questions raised by your correspondents 
are the situation, staffing, and administration 
(especially the regional administration) of hospitals 
generally. As regards situation, I think that the 
further erection of large hospitals in the centre of 
cities will be avoided in favour of the hospital of 
sanatorium type farther out in the country in a con- 
veniently accessible position. There are many diseases 
and some surgical conditions for which provision of 
this kind is undoubtedly best. This is the view taken 
by the municipality here, where, for what are con- 
sidered good and sufficient reasons, a new hospital of 
1000 beds has been approved on a site well outside 
the city. On the question of staffing doubt is begin- 
ning to arise whether there will be enough visiting 
specialists to go round, especially as at present 
specialists, who may also be engaged in medical 
teaching, are shared between ‘the voluntary and 
municipal hospitals. In my experience of municipal 
hospitals fine service has been given by both groups. 
Some of your correspondents express a decided prefer- 
ence for the staffing of hospitals on a part-time rather 
than on a whole-time basis, while in your leading 
article you say that “hospital work should be a 
career in itself.” It seems to me that a judicious 
combination of whole-time staff along with a visiting 
staff of specialists would be the most effective solution. 
There are many younger medical men of high eapa- 
bilities and excellent scientific training who would 
welcome an opportunity of joining a hospital staff 
on a whole-time basis. 

The arguments in favour of “ regionalisation ” have 
been fully expounded in reports by various authorita- 
tive bodies, and it may be generally accepted that 
some form of coéperation between hospitals in wide 
areas will be necessary to make the best use of existing 
and prospective accommodation for the public gener- 
ally. Hitherto, hospital provision has been based on 
selecting particular diseases or stages of disease or 
groups of the population. The report of the depart- 
mental committee on the Scottish health services says, 
“An adequate hospital service is essential for the 
public health.” This implies a hospital system that 
takes under its wing all forms and stages of sickness 
and invalidity, and is sufficiently complete to enable 
all who require hospital treatment for cure or preven- 
tion to obtain it. In normal times, this would be a 
big task, but today under the pressure of war the 
prospect of realising a more complete public health 
hospital service is sensibly nearer. 

I am, Sir, yours faithfully, 
A. S. M. Macarecor. 


Public Health Department, Glasgow, Nov. 23. 


Sm,—We are a lucky profession, for we have 
the satisfaction of knowing that the community really 
needs us. We have not had our hearts broken by 
unemployment or the monotony and insecurity of 
much modern business. But there is no natural right 
which rules that we shall necessarily not only go on 
having the fun of our work but also be handsomely 
rewarded for it. After the war the community will 
be so poor and so crushed under a mountain of debt 
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that standards of living and of hospital resources 
will be very humble. It may be that we shall be lucky 
if we survive, with enough to eat and a roof over our 
heads. Some of your correspondents now write as 
though the war were merely an interruption in the 
course of successful practice; they remind me of 
children looking out of the window before breakfast 
at the pretty red sky, ignorant of the fact that it is 
not a good day for a pienic. 

Your diseussion on the plan for hospitals is being 
carried on too much at the wrong end—the Harley 
Street and consultants’ end, instead of that of the 
G.P. and the community. The midpoint of all medical 
work is the close and continuous personal relationship 
of family doctor and patient in the latter’s own 
milieu; hospitals essentially and primarily grow out 
of the needs of these two parties. We hospital con- 
sultants have our important functions, but the future 
of hospitals is going to be determined by the need 
of the community. Only if we have clear, disinter- 
ested and united guidance to offer will our profession 
be able to influence rightly the direction of change. 
But of that disinterestedness, of that clearness of vision, 
of any united and intense consciousness of our true 
medical ethos and tradition, there is so far altogether 
too little evidence in this diseussion. The next step 
is not an elaboration of the suggested scheme, but 
rather the ealling of a sort of weumenical council to 
lay down the basis of our “faith and order” and 
tind agreement on what are the fundamental bases 
of medical work. With this as a yardstick, we could 
judge both our present systems and any future ones 
that may appear over our stormy horizon. 

I am, Sir, yours faithfully, 


Liverpool, Nov. 27. Ropert Coope. 


Sir—Many of your correspondents appear to 
suggest the abolition of the consultant as a first step 
to hospital reform. There are others who take the 
opposite view; consultants, they argue, are the teachers 
of the future generations of practitioners and are thus 
the trustees of the nation’s health. Perhaps it would 
remove difficulties if there was an answer to the 
question— Who is a consultant?” In order to define 

. the status I would venture to suggest the formation 
of an Association of Consulting Physicians and 
Surgeons, limited in the first instance to the teaching 
hospitals in Great Britain and Ireland, and to those 
in eharge of in- and outpatients. This association 
would not act in competition with the royal colleges: 
its funetions would be entirely different. 

I venture to submit that such a body would be 
weleomed both by the general public and by the 
medical profession. Those who are best able to judge 
—viz., the general practitioners—continue to believe, 
or so one must assume, in the knowledge and skill 
of the genuine consultant, otherwise they would not 
continue to come to him and to bring their families 
to him for advice and help. 

I am, Sir, yours faithfully, 


Wimpole Street, W., Dee. 4th. Henry MacCormac. 


Sir,—One of the greatest defects in the present 
voluntary hospital system—in London at least— 
appears to me to lie in the constitution of its various 
governing bodies. In an individual hospital two 
classes of persons are represented on the governing 
body—the honorary medical staff and the charitable 
donors. The former are adequately represented but 
the representatives of the charitable donors are con- 
fined mainly to a non-democratically elected or 
selected few who have given, or are likely to procure, 
large sums for the hospital. Any rich and moderately 
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respectable person who cares to present a voluntary 
hospital with £10,000 ean be on the controlling board 
within a month, even if he be totally incompetent. 
Certain classes of people intimately concerned with 
the hospital and its service are not represented in its 
local management at all: (a) its nurses; (b) its social 
workers or almoners; (c) local authorities of its dis- 
trict; and (d), most important, the “ hospital class ” 
for which the public wards and outpatient clinies 
eater, and which incidentally supplies much if not 
most of the hospital’s income through the H.S.A. or 
individual contributions. If any section of the hospi- 
tal-users is represented on the board, it is rather the 
newer private-wing class, whose interests so far as 
local hospital development and policy are concerned 
are not always identical with those of the much more 
numerous non-private, though usually also paying, 
patients of the general wards and elinies. Are the 
lay members of the boards, chosen on account of 
charitable gifts, position in society, or skill in manag- 
ing their own businesses, and seldom primarily be- 
cause of capability in social or health administration, 
the best group to control the efficient running of a 
modern hospital? Do they understand the needs and 
view-point of the “ hospital class”? Can they visua- 
lise the hospital in the light of the health services of 
their locality as a whole? I submit that now that 
nearly all patients, private and non-private, contribute 
directly or indireetly to the income of the voluntary 
hospitals the publie as well as the charitable donors 
should be represented in their local control. Alterna- 
tively, small executive committees composed of people 
experienced in social administration, together with 
representatives of the local medical, nursing and other 
technical staff, might be substituted for the present 
boards of management. 
I am, Sir, yours faithfully, 


London, W.C.1, Dec. 2. ResearcH FEiiow. 


Sm,—As a humble member of the profession, 
unlikely ever to reach the exalted rank of consultant, 
I must congratulate you on publishing your plan for 
British hospitals. The article demonstrates once again 
the enlightened and progressive viewpoint of your 
journal. In the resulting correspondence a number 
of distinguished members of the profession have 
opposed the plan. It would perhaps involve those of 
consultant standing in a certain diminution of income 
if they accepted whole-time service. On the other 
hand, they would be freed from the anxieties and 
sacrifices associated with building up and maintaining 
a private practice, and would be recompensed by addi- 
tional time for research and professional association. 

How would other groups in the profession fare? 
What of the thousands of recently qualified doctors 
whose future under existing conditions is extremely 
precarious? Their interests should also be considered. 
The newly qualified man gets a meagre and inadequate 
pittance at the best of times, and the eareers of 
many have been completely disorganised by the war. 
A system such as your commissioner outlines would 
provide interesting, effective, secure and adequately 
paid employment. It would give to many the oppor- 
tunity of a specialist career without the necessity for 
possessing private means or influence, and would free 
them from the temptation of engaging in methods 
of practice inimical to the highest standards of pro- 
fessional behaviour. 

The success of the professorial units in London 
teaching hospitals provides a powerful argument in 
favour of your commissioner’s plan. The units 
certainly exerted the strongest influence and possessed 
the highest prestige at my hospital.t No-one would 
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suggest that the directors of these units in any way 
fell short in ability, enthusiasm or as a souree of 
inspiration to the younger generation. As a further 
example of the advances which may be expected from 
unification of hospital practice one need only instance 
the work of the Medical Research Council, a body 
consisting mainly of whole-time workers which has 
achieved the highest reputation. 

I am, Sir, yours faithfully, 


London, 8.E., Nov. 21. HovusEMAN. 


BLOODY TIMES 


Srr,—Among the harsh cries of ennui and despair 
arising from our medieal centres of frustration the 
voice of the pathologist has been absent. There is 
more to it than the fact that we are busy. For even 
the columns of the press have been opened to us by 
a legitimate finaneed publicity campaign. Pictures of 
“Grandmother donor of 70” in the press help to 
swell the public spirited queues that come to have their 
finger pricked (absolutely painlessly) and give such 
a social atmosphere to our dusty laboratories. Every 
town has made its own peculiar use of this large-seale 
blood offering, and the ease of withdrawal of .a pint 
(no more), and the sudden enthusiasm for storing 
blood, has given a much needed sense of achievement to 
war preparations. Since the onset of war much blood 
has been shed, and we are told that there has been 
great courtesy on the part of the doctor and almost 
perfect sangfroid on the part of the patient. It is 
therefore regrettable that this enthusiasm should be 
suffering a decline. There have, of course, been no 
air-raids and there are those who say that the best 
way of storing blood is in the human body. They 
point out that this is a small industrial country with 
many large groups of day and night workers always 
available. It would therefore not be difficult for a 
plain van to be dispatched to the first-aid room of 
a factory as soon as an air-raid occurred, and for it 
to return with a considerable quantity of blood perhaps 
before the surgical staff had formed a committee to 
decide the duties of the sorting officer. This would, 
moreover, be blood whose plasma had no rich super- 
natant of separated lipoids. They say too that the 
factories are only too glad to coéperate in this way. 

However, these objections to the present arrange- 
ments only take into consideration the short view. 
First, we are told, plasma is needed urgently for 
treating shock and such diseases as nephrosis. If the 
supply sometimes seems to exceed the demand, perhaps 
we may soon have an epidemic of nephrosis to even 
things up. Then again there is the question of anti- 
measles serum, and we must be strict with mothers 
who prefer their children to have measles rather than 
serum. The Daily Express assures us that not a drop 
of the blood being given voluntarily is being wasted. 
It is being turned over to the commercial firms for 
preparations of this nature. It will no doubt be 
retailed by them and thus help to keep the wheels of 
business turning. 

Finally, there are associated with this question of 
blood-letting broader issues connected with the Recent 
Advances in Warfare. Even economic wars depend on 
the backing of the public. Both governments, uncer- 
tain of public approval of the war, are doing their 
best to minimise the physical inconveniences of it 
and yet provide the features which the public expects. 
Pamphlet raids are alternated with drowning at sea. 
Our cities are in a satisfying state of emergency. The 
air foree drives off hostile planes daily (they are 
usually described as big black planes, the significance 
of which any psyehologist will recognise) and our 
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young men have been provided with a spade and given 
uncomfortable quarters for the winter in the middle 
of a field. But to the pathologists is entrusted the 
most sacred tradition of war, that of bloodshed. It 
is obviously a great advance for each side to arrange 
this feature for itself. It is more humane, and it 
ean be done in office hours. Meanwhile, as long as 
the German High Command knows that we are calling 
for another 20,000 volunteers to be bled courteously 
at Slough, we can sleep undisturbed at nights. 


I am, Sir, yours faithfully, 
H. J. Barrie. 


HEREDITARY FAMILIAL PURPURA SIMPLEX 

Sir,—Dr. Eli Davis’s paper in vour issue of Nov. 25 
shows well that the combining of elinieal and genetic 
investigations will help to disentangle the various con- 
ditions of hemorrhagie diathesis. Earlier attempts to 
classify different types were not generally aecepted, as 
they were based on “ curiously inconsistent ” ( Witts *) 
findings, the signifieanee of which it seemed difficult 
to assess. Progress seems only likely when more will 
be known about any possible differences in the mode 
of transmission and when the essential signs of each 
form will reveal themselves by their familial con- 
staney. 

An account of ten cases of the type deseribed by 
Dr. Davis was given by R. Jiirgens* in 1937. He 
named this form “type Jiirgens” to distinguish it 
from Glanzmann’s hereditary hemorrhagic thromb- 
asthenia, from von Willebrand’s constitional thrombo- 
pathy (observed in Finland and in the Aland 
Islands), and from a group of Swiss eases reported 
by Naegeli. May I add the plea to diseard the term 
“ pseudohemophilia ”? It was proposed by Frank * 
for all those types of hemorrhagic diathesis which 
differ from essential thrombopenia as described by 
him. I believe it was Potain who said that there are 
no false diseases but only false diagnoses. 


Sheffield, Nov. 23. 


I am, Sir, yours faithfully, 


Streatham Hill, S.W.2, Nov. 27. Hersert Levy. 


RADIOTHERAPY IN SINUSITIS 


Sir,—The review of my booklet, “ Radiotherapy in 
Sinusitis,” in your issue of Nov. 18 states that I am 
an enthusiast. My conelusions were arrived at only 
after several years of experience of cases of chronic 
sinusitis and by a follow-up, so far as was possible, 
of all cases treated. Good results achieved in cases 
which have undergone years of surgery and present 
themselves in consequence to the physiotherapeutist in 
a state of nasal neurasthenia have naturally made me 
enthusiastic. I referred to certain contraindications 
to this treatment, but these your reviewer did not 
note. He criticises me for not referring to methods 
used by laryngologists. Why should I, since practi- 
cally all the patients who present themselves for 
treatment have had prolonged treatment by these 
methods or/and operative measures? No doubt your 
reviewer is aware of the fact that repeated sinus 
operations are a potential source of lifelong neuras- 
thenia. An alternative and successful method of 
treatment widely used in America and on the Con- 
tinent presents itself. Physical methods of treatment 
are as yet seareely appreciated in this country, and in 
this field of therapeuties we are lagging far behind. 

I am convinced that radiotherapy in sinusitis has, 


1. Witts, L. J., Guy’s Hosp. Rep. 1932, 82, 465. 
2. Jiirgens, R., Ergebn. inn. Med. Kinderheilk., 1937, 53, 795. 
3. Frank, E., Ergebn. ges. Med. 1922, 3, 171. 
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as a therapeutic measure, come to stay. If my book- 
let can stem the tide of sinus operations, especially 
repeated sinus operations, it will not, in spite of its 
imperfections, have been written in vain. 

I am, Sir, yours faithfully, 

W. ANNANDALE TrovpP. 
Wimpole Street, W.1, Nov. 20. 


REDISTRIBUTION OF SURGEONS 

Sir,—The war has been in progress for three months 
with fortunately few casualties, either military or 
civilian. Is it not the time to review our medical 
arrangements? Excellent as they have been, both on 
the civilian and military side, there does appear to be 
one glaring error in the distribution of the medical 
personnel. 

Even before hostilities began it was clear to those 
who had followed the medical history of the war in 
Spain that an immense advantage to the wounded man 
is gained by treatment of his wound within three or 
four hours of its infliction. This truth has been 
prominently thrust to the fore by the advoeacy of 
Professor Trueta, so that at this juncture every surgeon 
is well aware of it. In battle or after an air-raid 
large numbers of victims need surgical attention 
quickly. The surgery they require is not of a very 
skilled technical variety, but it must be done speedily, 
and with discretion. Owing to their long experience 
(and not perhaps their greater skill at all), their 
powers of rapid decision, their knowledge of what 
procedures are possible in the different regions of the 
body, and the rate at which they can work without 
effort or fatigue, senior general surgeons are eminently 
qualified to work in casualty clearing stations. But 
we find in actual fact that there are many such 
valuable surgeons stationed in base hospitals where 
operating can be carried out at leisure and with all 
the accessory apparatus which makes it easier for the 
less experienced surgeon. 

I do make the strongest plea I can for the transfer- 
ence of all the long-experienced general surgeons to 
the casualty clearing stations. They alone are really 
fitted for the task of the first treatment. There must 
exist centres where specialists, orthopedic surgeons, 


. cephalic surgeons, thoracic surgeons or facial surgeons 


earry on their work, but such specialists are not so 
useful at the casualty clearing station. A victim may 
sustain a fracture and an abdominal wound at the 
same time. How would he fare in the hands of an 
orthopedic surgeon? or a purely abdominal surgeon 
for that matter? The general surgeon is surely the 
best fitted for this position. Though the operations 
he will carry out may not be of an intricate nature, 
yet his judgment and speed which come from years of 
practice will be needed. 

The advantages of such a redistribution of surgeons 
both in the army and in the civil service would be 
immense. The saving in the time of convalescence, in 
suffering, and in expense would be almost incalculable. 
And the chance of restoration to a state of fitness for 
further military service or ¢ivil work would be greatly 
inereased. Is it too much to ask that this waste of 
invaluable surgical talent should be avoided before 
it is too late? I am, Sir, your faithfully, 

Cuarues A. PANNETT. 

Park Prewett Hospital, Basingstoke, Hampshire, Dec. 4. 


BRIGHTER BATTLE DRESS 
Sir,—During the Crimean war the army was fitted 
out with tunies which replaced the “coatees” then 
worn, ‘the idea being that the “skirted” tunie pro- 
tected the abdomen and its contents during the rigours 
of a campaign. The present-day dress reformers who 
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have disguised our army so effectively in the so-called 
battle dress have reverted to the old sortie idea, though 
they have not even left any coat tails! They have 
never, it seems, heard of the siege warfare of Sebasto- 
pol, nor of the Crimean winter. It is said that they 
obtained their sartorial ideas from the ski-ing kits 
worn in winter-sports resorts, and from the demo- 
eratie dress of the Spanish Republican armies. At 
any rate they seem to have fallen into the error that 
anything unsightly and baggy is necessarily more 
practical than a decently cut uniform. In actual war- 
fare sombre hues are needed but khaki is depress- 
ing. Why not then a coloured forage cap with piping 
of the colour of regimental facing to lend a little 
cheerfulness to the “ tout ensemble”? 

I am, Sir, yours faithfully, 
Gloucester Gate, N.W.1, Dec. 1. Russet STEELE. 


EPANUTIN AND THE GUMS 


Stmr,—We draw your attention to a note with this 
heading on p. 1105 of your issue of Nov. 18 which 
refers to a number of papers concerned with trials 
of the anti-convulsant, sodium diphenylhydantoinate. 
The impression may be given by the heading of the 
note and by certain sentences in the content that 
Epanutin is the only preparation available of this 
drug, or that the papers quoted were solely concerned 
with the use of epanutin. Neither of these impressions 
is correct: a G.L. preparation of the drug has been 
available since July 1939, under the name Solantoin, 
and at least one of the papers to which your note 
refers was concerned with a trial in which solantoin 
was the preparation used. 

In drawing your attention % this point may we 
suggest that it would be helpful to the practitioner 
if the technical name of a drug or compound were 
given when the use of that drug or compound is 
being discussed. For example, in the note to which 
we refer, the heading would allude only to sodium 
diphenylhydantoinate, whereas, at the appropriate 
points in the context, solantoin and/or epanutin would 
be mentioned by name, and perhaps even identified 
by maker. We believe that the practitioner would 
appreciate this. 

We are, Sir, yours faithfully, 
Guaxo LABORATORIES LIMITED. 

Greenford, Middlesex, Dec. 1. 


LORD HORDER AND PICTURE POST 
Str,—I shall be grateful if you will give space to the 
enclosed apology, which will appear in the next issue 
of a magazine called Picture Post. The paragraph is 
self-explanatory. 
I am, Sir, yours faithfully, 


Harley Street, W.1, Dec. 4. HORDER. 


APOLOGY TO LORD HORDER 


A private photograph of Lord Horder was published 
in our issue of Nov. 27 without his knowledge or con- 
sent. Lord Horder has further drawn our attention 
to the incorrect description of himself as ‘‘ The King’s 
Physician ’’ and as having acted as physician to the 
late King George V. We take this early opportunity 
of expressing our regret to Lord Horder for the 
inconvenience and annoyance that have been caused 
him. 


Harry STEWART HUTCHISON PRIZE.—This prize is 
open to medical graduates of not more than ten years’ 
standing. It is awarded for the best writing embodying 
original research in a branch of medical science relating 
to children. Further particulars will be found in our 
advertisement columns. 
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OBITUARY 


WILFRED BATTEN LEWIS TROTTER 
M.D., M.S. LOND., F.R.C.S., F.R.S. 


SERJEANT SURGEON TO THE KING 


Mr. Wilfred Trotter died on Nov. 25 at the age 
of 67. He had spent nearly fifty years at University 
College, London, its medical school and _ hospital. 
Those who worked with him at these were fortunate 
in their contact with a great mind, apart altogether 
from his work as a surgeon. For from the beginning 
of his connexion with the school to the end this bent, 
rather frail, figure could influence everyone, some- 
times with a sidelong glance, sometimes with winged 
words, often by his mere presence. And this 
influence was used always to further the best interests 
of the school to which: he devoted his life. But 
Trotter belonged to no section of the medical pro- 
fession; all who have striven to 
think truly and to use their hands 
for the benefit of their fellows 
may claim a share in his memory. 
Within his lifetime he commanded 
the affectionate veneration gener- 
ally reserved for the dead. 

Wilfred Trotter came of sound 
west-country stock. His father 
was a carpenter, so accurate and 
skilful with his hands that the 
son used to call his surgical craft 
clumsy in comparison. From 
his mother, a Lewis, he had his 
literary turn and the sensitiveness 
accompanying it. He had rare 
eapacity, for his schooling in 
Gloucester was interrupted by 
spinal disease and it was not until 
his father’s retirement to Willes- 
den Green in his teens that he 
had any proper course of study. 
Sir Thomas Barlow had expressed 
a doubt if he would survive city 
life, but his success was uninter- 
rupted from the time he entered University College 
with an exhibition in 1891 to his graduation in medicine 
at London University with honours in 1896. After 
qualification he held house-appointments on both 
medical and surgical sides and then went on to take 
all the higher surgical diplomas before becoming 
surgical registrar at U.C.H. in 1901, followed by the 
usual progress through the dissecting-room to the 
surgical staff. At this time Horsley and Bradford 
helped to form his mind and Arthur Barker his tech- 
nique, and his surgical career began with a period in 
which he set himself to solve a number of difficult 
surgical problems: malignant disease of the pharynx, 
injuries of the head, adjustment of thyroid function. 
His first paper on the surgery of the hypopharynx 
was read before the Medical Society of London. It 
lasted but ten minutes and when he finished there was 
a pause of silence; his audience were speechless 
because it had been so complete. A little later his 
Hunterian lectures on malignant disease of the upper 
respiratory and alimentary tracts laid down principles 
that lasted a generation. During this time he shared 
rooms with Dr. Ernest Jones whose sister, Elizabeth 
May, beeame his wife in 1910. After succeeding to 
the senior staff in 1914 on the retirement of Bilton 
Pollard he beeame the acknowledged teacher of 
general surgery, the embodiment of all that was best 
in surgical practice, without elaborate material and 





with little special equipment; yet his restoration of 
form and function was so perfect as to make it diffi- 
cult for any to get the same results. It has been well 
said of Trotter that his\method was to do his own 
personal best for a few patients and this was the key- 
note of a private practice which became onerous to a 
degree at the time he was called in when King George 
V was gravely ill. Arrived at this peak of profes- 
sional suecess, Trotter made a gesture which one of 
his colleagues deseribed as almost unique in our 
profession. Instead of letting his private work inter- 
fere with his serupulous performance of hospital 
duties he threw up his practice and henceforward 
limited himself exclusively to hospital work, surgical 
research and teaching. On the retirement of C. C. 
Choyee in 1935 he took over the directorship of the 
surgical unit at U.C.H. with the attached university 
chair of surgery. 

For fifteen years Trotter was a 
member of the council of the 
Royal College of Surgeons; he 
served as vice-president and acted 
as president for a period of three 
months. His deep interest in the 
affairs of the college lasted to the 
very end. Even during the last 
year of his life, when suffering 
from much ill health, he presided 
over the many meetings of an 
important committee and wrote a 
masterly report on its conclusions. 
His original approach to difficult 
problems, his quiet statement of 
opinion, the ordered sequence and 
logic of his arguments all carried 
great weight. His keen criticism, 
his cynical humour and gentle 
irony made him a dangerous 
opponent in debate, and yet they 
left no resentment, for his cour- 
teous manner and the kindly 
twinkle in his eye removed all 
possible cause of offence. While 
still a relatively junior member of the council, he was 
appointed Hunterian orater, and the choice was more 
than justified by an oration commemorating great men. 

As a clinician Trotter could elicit much from his 
patients; his thin ascetic face would break into a 
smile and draw confessions which a brusquer manner 
would have suppressed. His inquiries never took the 
aspect of a cross-examination. This gentleness of 
speech was joined to a gentleness of touch; it was a 
lesson in itself to see his long fingers wheedling the 
physical signs out of the body, and still more instrue- 
tive to have been the patient and have felt them. In 
one of his addresses to students he insisted on this 
gentleness and recalled the patient who, on being 
asked if it hurt, said “ Not yet, doctor.” No patient 
would have had this expectation when Trotter was 
examining him. Having elicited the facts his judg- 
ment as to their significance was outstanding, partly 
beeause of his retentive memory for all he had seen, 
but also on account of his critical ability. As an 
operating surgeon he used the experience he had 
gained as a demonstrator of anatomy; there was never 
any doubt as to what structures were displayed and it 
was an especial pleasure to see him working in the 
triangles of the neck. There was purpose in all his 
acts, and no matter how trivial the operation the 
same care was always used. If the operation was 
going well his assistants would be stimulated or 


Russell, London. 
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whipped by a flow of incisive comment. Difficulties 
would be met by a more deliberate progress, when 
only an instructed onlooker became aware that they 
were recognised as difficulties. No emergency 
deflected the gentle purposive movement of the 
fingers; Trotter’s technique marked the final break- 
away from the hurry and rough handling of the older 
school. 

Fine surgeon and skilled technician as he was, it 
was by his teaching that he exercised his greatest 
influence on succeeding generations of students. He 
abhorred the conventional textbook and the uninspir- 
ing classification methods which lead to mediocrity; 
instead, by emphasising fundamentals, and then 
opening up new vistas and showing new angles of 
approach, he taught students to develop their own 
powers of observation and of thought. He had too 
the capacity of simplifying a problem and presenting 
it thus without sacrificing the truth. The tale he told 
was linked reasonably together and was not a collee- 
tion of seemingly disconnected facts. His colleagues 
and assistants he taught by dropping hints of ideas 
which ran contrary to prevailing thought and it was 
always worth while on such oceasions to persuade 
him to enlarge on the hint. You could not be in his 
presence for five minutes without coming away with 
something that would stand you in good stead. An 
aural surgeon, for instance, said: “ The anatomical 
explanation that he gave me of his treatment of 
epistaxis caused me to change the whole of my 
approach to the treatment of inflammations of the 
middle-ear cleft. A short walk with him of some two 
hundred yards caused me to go and reconsider all my 
views on the teaching of surgery.” 

As a colleague his advice was invaluable. It was 
rarely offered spontaneously, but like all good things 
it had to be sought. Then it would be given freely 
and without bias. While perhaps in the ordinary 
wear and tear of conversation his criticism was 
destructive, when his opinion was seriously sought his 
help was always constructive and sound. This 
capacity was seen at its best round the committee 
table, but in all discussions of poliey his insistence 


on some general principle often disentangled the loose 


ends and spun thera into a thread which led out of 
the maze of conflict. One of his friends recalls “ those 
enlightening communions with Trotter ‘off stage,’ 
whether in common-room, refectory or laboratory, 
when he would talk to those who congregated round 
him on any and every subject that might arise. No 
matter how commonplace or erudite it might be, he 
had always some original observations to make in 
that low, quiet voice of his: or he would elucidate 
some new conception that stimulated his audience by 
the evident truth of it.” His appreciation of the 
doubts and difficulties of daily hfe must have led 
many to go to him in times of trouble. He always 
seemed to understand and he never shrank from giving 
a decision as to the course to be followed, fearlessly 
taking responsibility for his opinion. His speech was 
not the almost unconscious bubbling of raw words of 
most of us, but the result of a conscious process. He 
held that literary style was the product of much 
thought and polishing, and it must be assumed that 
this was true of his own writings, but his unprepared 
speech had the same aptness and polish. 

Trotter’s untimely death has deprived the world of 
the original thoughts and new outlooks on life and 
the mind that had gradually been taking shape 
during h‘s later years, but which failed to get tran- 
seribed to paper owing to his ill health. Happily 
during his last illness he did find time to arrange 
some of the philosophical problems which had been 
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burning in his mind, and the lecture which he gave to 
students at St. Mary’s Hospital institute of pathology 
on June 20 was an epitome of habits of thought with 
which his more intimate friends had long been 
familiar. Its main theme was intellectual honesty. 
We urge the voung, he said, to think for themselves 
and we are inclined to be disappointed if they do not 
think like us; and he quoted with deadly effect Jane 
Austen’s words, 
“Lady Bertram 
did not think 
deeply but, 
guided by Sir 
Thomas, she 
thought justly 
on all important 
points.” All 
processes of rea- 
soning, however 
abstract, are, he 
said, partici- 
pated in and 
influenced by 
feeling. There 
is probably no 
commoner error 
than that of 
supposing it to 
be possible by a “Mr. Anesthetist, if the patient can 
direct effort to keep awake, surely you can. 
free the mind 
from preconception or prejudice. The mind, Trotter 
concluded, likes a strange idea as little as the body 
likes a ‘strange protein, and resists it with a similar 
energy. We shall often find that we have begun to 
argue against the new idea even before it has been 
completely stated. 

Mr. Trotter is survived by his widow. His only 
son is assistant to the medical unit at University 
College Hospital. 





From the University College Hospital Magazine. 


Dr. Bernard Hart writes: Trotter’s career was 
remarkable in that he achieved distinction in two 
very different spheres. Not only has he been an out- 
standing figure in the surgery of his day, but he has 
also produced work which is a landmark in the 
development of modern surgery. Throughout his life 
he was interested in the philosophical and psycho- 
logical aspects of medicine, and this interest constantly 
appeared in his clinical teaching, and above all in 
his lectures which have been published from time to 
time. The psychological fringe to his professional 
work gave him a breadth of outlook which was a 
constant joy to his friends and pupils; but in addition 
to this “applied psychology,” as it may be ealled, 
he made important contributions to the field of psycho- 
logy proper. 

His first, and indeed most fundamental, contribution 
to this field was contained in the two papers on 
“Herd Instinct” which were published in the 
Sociological Review of 1908-09. Herd instinct was 
of course already a familiar conception, but Trotter 
gave to it an entirely new significance. He held that 
this instinct was responsible not merely for the occa- 
sional phenomena observed in crowds and other 
associations of human beings but that it determined 
to a large extent the behaviour and flow of thought 
of each individual, however isolated he might be. In 
it was to be found an important source of the 
individual’s “opinions, his eredulities, his disbeliefs, 
and his weaknesses . . . his altruisms, his charity, his 
enthusiasms, and his power.” This thesis was 
worked out with striking ingenuity and with a wealth 
of erudition and illustration. Moreover, these two 
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papers are written with a command of language and 
a penetrating wit which makes them literally master- 
pieces. Humour is rarely a noteworthy feature in 
psychological articles and perhaps the only parallel 
in this respect to Trotter’s writings is to be found 
in the book of William James. It is noteworthy that 
Trotter fundamentally felt that James was a kindred 
spirit, and quoted largely from his works. 

Trotter’s conception of herd instinet instantly 
aroused the interest of psychologists. Although the 
validity and limitation of the conception have been 
the subject of much dispute, it has played a great 
part in the development of psychology, and it may 
still be said without exaggeration that those two papers 
furnish an astonishingly illuminating understanding 
of the behaviour and vagaries of man. In 1915 the 
two papers were reprinted as the first two chapters of 
a book “ Instinets of the Herd in Peace and War.” 
The remaining chapters were devoted to an application 
to the problems of the Great War of the principles 
enunciated in the earlier papers, notably the differ- 
entiation of the factors underlying the contested 
behaviour and outlook of the British and German 
nations. Although it may be questioned whether an 
unbiased attitude sufficient for scientifie validity is 
achievable during a war, the conclusions reached by 
Trotter were extraordinarily interesting, and the 
events of recent years have gone far to show that 
they were efficiently correct. 

Trotter always hoped to earry his psychological 
researches further and his friends looked forward to 
this hope being fulfilled in the years of his retirement. 
Some indication of the direetion in whieh his work 
would have led may be seen in the eloquent and 
refreshing letter which was published in the Times 
of Sept. 26, one of the finest indications of the 
strength and aim of Britain which has appeared 
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ON THE FLOOR OF THE HOUSE 
By Menicvus, M.P. 


Tue King’s Speech at the opening of Parliament on 
Noy. 28 oceupies only a little more than half a column 
in the official report which we all eall “ Hansard,” and 
has reference only to the prosecution of the war. It has 
one particularly breezy sentence. “ Throughout the 
world My Navies, together with the Merchant Navy 
and Fishing Fleets, are keeping free and open the 
highways of the sea.” But the debate on the “ humble 
Address’ to be presented to His Majesty has covered 
a wide range of subjects and will last with last week 
and this week for a period of six days. It is this 
free discussion, and on oeeasion, criticism, which 
distinguishes our Parliament and which has so strongly 
moved Mr. Garrison Villard, the American editor, and 
of which he so wholeheartedly expresses his admiration 
after his visit to England during the last few days. 

The motion opening discussions on the King’s 
Speech is moved by men in ceremonial dress—court 
dress or uniform. In the past I have heard the 
address moved by men in knee-breeches, silk stockings 
with velvet coat and lace ruffles—what one might call 
the dress of Fauntleroy. On this oecasion the address 
was moved by a sailor in uniform and seconded 
by a soldier in uniform, both of whom spoke wittily 
and effectively. Mr. Attlee, in opening for the Oppo- 
sition, while agreeing on the urgent need for the 
prosecution of the war, said that “in the international 
sphere we have not merely to stop this aggressor, 
but we have to prevent any future aggressor.” Because 
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during the war. This was, moreover, an excellent 
example of Trotter’s wit: always mordant but never 
cynieal, merciless of shams and shallow thinking, but 
always constructive and stimulating. 


FREDERICK RICHARD BREEKS ATKINSON 
M.D. EDIN. 


Dr. Atkinson, who died suddenly of angina pectoris 
at Barons Court on Nov. 18 in his seventy-third year, 
was the second son of Arthur Johnstone Breeks 
Atkinson of the Indian Civil Service. He was educated 
at the King’s School, Canterbury, and Edinburgh 
University, where he distinguished’ himself at rugby 
football and as a sprinter. On qualifying in 1891 he 
spent two years as ship’s surgeon with the P. and O. 
company and made use of his contact with oriental 
diseases to write a thesis on beri-beri for his M.D. 
He then went into general practice, first at Dulwich 
and then at Chertsey; but he early devoted himself 
to the study of consumption, and was e¢linical assistant 
to the Hospital for Diseases of the Chest in Fitzroy 
Square. On the establishment of national health 
insurance he was appointed tuberculosis medical officer 
by the Middlesex county council. In this work the 
whole of the rest of his working life was spent. 
Atkinson wrote a good deal on medical topics. He 
translated several books for the New Sydenham 
Society. His chief work was his book on acromegaly, 
in which he tabulated and described over 1000 cases of 
this disease, and he also wrote a number of articles 
on the pituitary gland. He was a man of gently 
unassuming manners which made him staunch friends 
and no enemies. In later years his medical studies 
were also his recreation, though he was an adept at 
bridge. He leaves a widow and one daughter. 
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of this we must look beyond the immediate victory 
of our cause to the kind of world we want after the 
war is finished. 

* * 7 


The speech broadeast by the Prime Minister, in 
which he drew a distinction between war aims and 
peace aims, was commented on in a friendly way by 
Mr. Attlee and has made a very good impression on 
Parliament. This speech was more vigorous than the 
P.M. always is and while it did not go so far in the 
direction of collective control as Mr. Attlee’s speech in 
the House it was going in the same direction. Mr. 
Attlee suggested that a great extension of collectivism 
is essential, and urged that the control of transport 
and mining which is now enforeed as a war measure 
should be put on a permanent basis. “ Why not do 
it with a good heart and let us have a national trans- 
port service, unified and made ready as part of our new 
economic structure?” It may not be long before the 
same kind of question is asked about other national 
services. A nationalised dairy farming industry has 
been suggested in the pre-war days as a means of 
securing a larger milk supply and an improvement 
of child and adult nutrition. There are already 
mutterings in the lobbies of a national medical service 
but an ambitious scheme put forward for consideration 
by a group of Labour Party research workers was 
turned down as too theoretical and also as impracti- 
eable in war-time. What medical organisation will 
become after the war no-one knows. But it must not 
be allowed to become a kind of anonymous civil service. 
What is wanted is more doctors in local and national 
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polities and more of the sciences behind the medical 
arts in local and national affairs. 
all 7 - 


The right of criticism was exercised on the second 
day of the new session when Mr. Attlee proposed 
an amendment to the Government’s proposal to take 
the whole of the time of Parliament for government 
business and cut out the times on which private 
members have been able to present bills. These bills 
are often of great value and two which reached the 
statute book fairly recently—on night baking and on 
hire-purchase—were a valuable addition to our legis- 
lation which could not have come in any other way. 
Of course the Government view prevailed by 213 votes 
to 115. The third day of the debate was prefaced 
by the Prime Minister’s statement on the outbreak of 
war between Russia and Finland. What this extension 
of the war presages no-one can say—perhaps Mr. 
Hore-Belisha had some such thought in mind when 
he accepted a gift of ambulances and said that they 
might serve on fronts at present unknown. What the 
House feels is that the war may extend very widely. 
That must be prevented if by any wisdom of state- 
manship it ean be done. But in any case we carry 
on with the new session. 


FROM THE PRESS GALLERY 
Lord Nuffield and Provincial Hospitals 


In the course of the debate on the Address on 
Dec. 5, Mr. EtiioT, Minister of Health, announced 
that he had received that morning from Lord Nuffield 
the offer of one million ordinary share units of Morris 
Motors Ltd., equivalent to perhaps £1,250,000, as the 
nucleus of a central fund for the codrdination of 
hospital finance and policy in the provinces. 


Medical Grading of Conscripts 


In the House of Commons on Nov. 22 Mr. ERNEST 
BRowN, Minister of Labour and National Service, 
stated the grading by medical boards of conscripts 
aged 20-21 in different parts of the country. He 
gave percentages only, adding, ‘ It would not be in 
the public interest to state the actual numbers of men 
examined.’ (See table below). 


QUESTION TIME 


Fresh Medical Evidence 


In reply to a question Mr. Brown said that medical 
boards were directed to inquire into a man’s previous 
medical history, and any medical certificate or other 
documents bearing on his case that he might bring with 
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him to the examination received full consideration. The 
National Service (Armed Forces) Act 1939 made no pro- 
vision for appeals against decisions of medical boards. 
If, however, fresh medical evidence was produced sug- 
gesting that a man had been wrongly graded, that 
evidence was placed before the chairman and, where 
necessary, the man was re-examined. 

Mr. MCGOVERN suggested that men had offered to place 
medical evidence of previous illnesses and diseases before 
the boards and had been refused.—Mr. Brown asked for 
evidence of that. A number of cases had been brought 
to the notice of the chairmen of the boards, and full con- 
sideration given. He did not think an appeal board 
necessary, but he would not close his mind to any 
suggestion. 


. Women in Industry 


Mr. Davip ApDAms asked the Home Secretary whether, 
in view of the severe increase in infantile mortality during 
the last war, special observations were being made for the 
protection of the health of women in industry; and in 
what circumstances the Government’s permission must be 
sought with regard to the working of overtime by women, 
and upon what principles this permission was granted.— 
Sir Joun ANDERSON replied : The War Cabinet committee 
on women in industry reported in 1919 that the influence 
of employment upon the infant-mortality rate was not 
altogether clear, but observed that the rates were low in 
1916 and 1917, when a continually increasing number of 
married women was being employed. Special observation 
will, however, be kept, in consultation with the Industrial 
Health Research Board, on the working conditions of 
women and others in factories during the war. As regards 
women’s hours of work, the hours which are being 
authorised, while varying according to circumstances, are 
far shorter than those which were commonly worked in 
the last war and they are being kept under review. 


Additional Benefits 


Mr. Ruys Davrtes asked the Minister of Health why he 
decided upon schemes of additional benefits in the case of 
certain approved societies whose valuations took place on 
Dec. 31, 1937, without giving the committees of manage- 
ment of valuation units the right to submit their own 
schemes to the Ministry for sanction in accordance with 
usual practice ; whether he was aware that his decision 
was contrary to the practice which still held good in the 
Department of Health for Scotland ; and if he would state 
whether his action was to be extended and on what 
statutory authority it was based.—Mr. Ex.ior replied : 
Some modification of the normal procedure for dealing 
with approved societies’ schemes of additional benefits 
has been made in the present exceptional circumstances 
with the object of saving work on the parts of societies 
themselves and of the seriously depleted staffs of my 


EXAMINATIONS (PERCENTAGES) BY MEDICAL BOARDS DURING THE PERIOD JUNE 8 TO Nov. 11, 1939 
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Grade II (a) (vision) relates to men placed in this grade solely on account of defects of visual acuity. 


Grade II (a) (feet) relates to men placed in this grade solely on account of deformities of the lower extremities. 
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department and of the Government actuary. Under the 
new procedure a suitable scheme of benefits, as far as 
possible identical with that at present in force, is recom- 
mended to the society for adoption, but if in any particular 
case a society desires to submit alternative proposals, 
consideration is always given to any representations which 
they may make. This procedure does not differ in any 
material respect from that adopted by the Department of 
Health for Scotland. 


Sampling of Rationed Food 


Sir Josern Lams asked if the Minister was aware of the 
difficulty that would be experienced on the introduction 
of food rationing, and the consequent elimination of the 
element of surprise, by the officers of local authorities in 
their task of protecting, in accordance with the provisions 
of the Sale of Food (Weights and Measures) Act, 1926, and 
the Food and Drugs Act, 1938, purchasers against short 
weight or measure and adulteration ; and whether he was 
prepared either to make arrangements for such officers 
to be supplied with travellers’ coupons, or to adopt some 
other method of enabling them to make test purchases of 
rationed articles of food.—Mr. Exot replied : I appreciate 
the importance of this matter and am in communication 
with the Minister of Food with regard to the measures to 
be taken in order that sampling of rationed articles of food 
can be carried out for the purposes of the Food and Drugs 
Act, 1938. The Sale of Food (Weights and Measures) 
Act, 1926, is a matter for the Board of Trade with which 
I am also in communication. 


War-time Mortuaries 


Mr. Rosert Morrison asked if the Minister was 
aware that many local authorities, acting upon the 
instructions of his department, were preparing to spend 
large sums of money in constructing new permanent 
buildings for use as war-time mortuaries ; and, in view of 
the need for economy, would he reconsider this instruction. 

‘Mr. Exvior replied: It is the statutory duty of local 
authorities to provide mortuary accommodation for war 
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emergencies. Normally, this provision is made by the 
use of existing buildings, but suitable buildings are lacking 
in one or two areas. I am looking into the question of 
accommodation at Tottenham. 

Sir Francis FREMANTLE: Will the Minister do every- 
thing to encourage the practice of cremation, which is 
obviously the reform that is nowadays often required ? 


An Old Story 


Mr. Groves asked the Minister whether the small-pox 
cases infected by the Australian airman who died on 
arrival in England in March 1938 were notified as cases of 
smallpox.—Mr. Exuior replied: Seven persons fell ill 
who had been in contact with this man. Only one of 
these cases was sufficiently distinctive to warrant a 
diagnosis and notification as smallpox. 


The Case of Dr. Bode 


Captain Ramsay asked the Home Secretary whether he 
would inquire into the case of Dr. Bode, a British subject 
but recently head of the German hospital in London, who 
was atrested on Sept. 1 and kept for 25 days without trial 
in a verminous cell ; and, in particular, why, after appear- 
ing before a tribunal on Sept. 26 he was detained in prison 
for a further 41 days before being finally released.—Sir 
Joun ANDERSON replied: Dr. Bode is a British subject of 
German origin. On the outbreak of war my predecessor 
in office made an order under the defence regulations for 
Dr. Bode’s detention on security grounds. The case was 
subsequently reviewed by the advisory committee and 
after considering their report, which was submitted on 
Oct. 31, I came to the conclusion that Dr. Bode might 
properly be released, subject, however, to compliance with 
an order requiring him to notify the police of his move- 
ments. He was accordingly released on Nov. 6. I am 
assured that the allegation that the cell in which he was 
detained was verminous is quite unfounded. 

The Minister added that the restrictions to which Dr. 
Bode was now subject were not such as would prevent 
him from resuming his services to the ordinary sick. 


PANEL AND CONTRACT PRACTICE 


Difficulties over an Intermediate Certificate 


A MINOR dispute between an insured person and 
her approved society led lately to an interesting 
analysis of the nature and effect of a medical certi- 
ficate. The patient had been certified by the insurance 
practitioner to be incapable of work on Aug. 1. The 
regional medical officer, examining her on Aug. 6, 
came to the conclusion that she was then fit for work 
—an opinion in which the insurance practitioner con- 
curred. She claimed benefit for the intermediate 
period from Aug. 2 to 6. The referee before whom 
the appeal came had to see if he could extract any 
guidance of a prospective kind out of the certificate 
of Aug. 1 or any of a retrospective kind out of the 
report of the 6th. 

The facts were unimportant. The woman was con- 
fined on May 25. After that period of incapacity she 
again declared on the society’s funds on July 11 when 
six teeth were extracted.: The insurance doctor who 
gave the first certificate on that date gave weekly 
intermediate certificates on July 18 and 25 and on 
Aug. 1. <A sick visitor who saw the patient on July 15 
found her in a nervous and run-down condition, with 
a sore and swollen face and in need of rest, but 
thought she should be fit for ordinary work in two 
weeks’ time. Another sick visitor, who saw her on 
July 28, thought her condition much better and 
advised examination by the regional medical officer, 
with the result already mentioned. The approved 


society refused to pay benefit for any period after the 
last intermediate certifieate. The insurance doctor 





thought that payment up to the 6th would be justified. 
He was invited to say that the patient’s incapacity 
had continued till that date. He refused to do so, 
because he had not seen her since the Ist; all he could 
say was that she was unfit on the Ist and that he 
accepted the statement that she was fit on the 6th. 
The woman could thus produce no direct medical 
evidence as to the disputed period. 

The insurance doctor put forward the view that the 
report of a regional medical officer had the same effect 
as the final report of an insurance doctor. In other 
words the report of Aug. 6 would carry the interpreta- 
tion that the patient remained incapable of work until 
that date. The referee observed that in practice the 
payment of benefit is often brought down to the date 
of the R.M.O.’s examination on which the society 
proposes to stand. But, as the burden of proof rests 
on the member who is claiming benefit from the 
society, the referee rejected the view that the R.M.O.’s 
report was fully and formally the equivalent of an 
insurance doctor’s final certificate. 

If the insurance doctor seemed to have put the value 
of the report of Aug. 6 too high, the approved society 
likewise overstated the effect of the certificate of 
Aug. 1. A representative of the society contended 
that an intermediate certificate is always a document of 
exclusively retrospective virtue. The referee rejected 
this contention also. In form, he agreed, intermediate 
certificates are statements that members have remained 
incapable of work up to the date of the eertificate. 
But he thought it was wrong to say that such certi- 
ficates could never have any prospective effect. He 





a pe a dm aoe ek ah a le eo ot ae ee CL OG. & ab 6 ft Om 


i Ane fee ee ok ek ke 





ue 
ty 
of 
ed 
of 


ate 
ed 
te. 
ti- 








THE LANCET] 


found some analogy in the passage in the Medical 
Benefit Regulations which expressly allows the practi- 
tioner, when giving a final certificate, to certify that 
the member, though not fit to resume work immedi- 
ately, will be fit “on a day not later than the third 
day after the date of the examination.” The referee 
went on to say that in his opinion an intermediate 
certificate in the ordinary form ought to be regarded 
as prima facie effective for a period of a week ahead. 
Tt should not, he thought, have this effect conclusively 
or absolutely; but, in the absence of clear and definite 
evidence to the contrary—and in the present case there 
was no such rebutting evidence earlier than the report 
of the 6th—the intermediate certificate should have 
this prospective value. The referee therefore decided 
in the woman’s favour and awarded benefit for the 
disputed period. While the decision is not that of the 
High Court and must be regarded in relation to the 
relevant facts, the principle is one which might be 
significant in other than national health insurance 
cases. The real point was, presumably, that on Aug. 1 
the insurance doctor found himself able only to give 
an intermediate certificate of continuing ineapacity 
and not to give a final certifieate of regained fitness 
for work. The existence of a series of certificates of 
ineapacity possibly shifts the burden of proof to the 
society which denies the incapacity. But then what 
becomes of the onus which normally rests upon the 
claimant? 


. +. IN ENGLAND—NOW 
(FROM OUR PERIPATETIC CORRESPONDENTS) 


AN ambulance train is a complete army unit with a 
staff who live on the train, and differs entirely from 
what is termed a civilian evacuation train. The 
latter is only used in an emergency, is manned by a 
staff who live out, though within call, and is entirely 
under the Ministry of Health. Ambulance trains are 
used to transport the sick and wounded who arrive at 
ports of disembarkation to prearranged hospitals. 
These hospitals may be situated anywhere in England 


_ or Scotland, so the train run may be anything from 2 


to 20 hours. Commanding an ambulance train is like 
c pants, oA asmall hospital which may be enormously 
enlarged at short notice. All the commanding officers 
are senior men who saw service in the last war, and it 
is really amazing how we have all settled down to a 
routine which we knew 20 years ago. The personnel 
consists of the commanding officer, second officer, 
2 Q.A.I.M.N.S. nurses, and 20 other ranks (R.A.M.C.). 
There are nine coaches in the train. One of these is 
for officers and nurses, and is divided into sleeping and 
messing coupartments with bath and lavatory 
accommodation ; one is for the men; a third is for 
the cook, kitchen and stores ; and a fourth has a dis- 
pensary and office and a large compartment for sitting 
officer patients. The remaining coaches are furnished 
with cots, 36 to a coach, provided with mattresses, 
sheets and pillows. These can be folded flat so that 
the coach is converted quickly into one for sitting 
cases. 

With the train at rest, training of the personnel is 
carried out daily, particularly with regard to stretcher 
carrying and loading, for constant practice develops 
the muscles required, and time tests for loading show 
improvement each week. Most of the personnel are 
trained St. John’s men, and are excellent at the job, 
but their somewhat elaborate technique of stretcher 
drill has to be replaced by much simpler and more 
expeditious methods. On one occasion during the 
last war 4000 casualties were evacuated from a ship 
to 22 trains in ten hours, so that a “ top gear’’ per- 
formance in evacuation is essential. A C.O. spends 
much of his time in checking stores and rations, for 


- IN ENGLAND—NOW 
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apart from feeding the staff one may have at short 
notice to provide meals for an additional 150 
patients. 

When told that a carrier (hospital ship) is expected, 
with its time of arrival and number of patients to be 
evacuated, the O.C. train arranges his load into cate- 
gories—special cases, including officers, nurses, in- 
fectious and mental cases, cot cases and sitting cases. 
Additional stores are taken on board, and every mem - 
ber of the train personnel is detailed to exact duties. 
The nurses prepare and air all beds. Clerks are told 
off for checking and making nominal rolls of patients. 
Water and lighting supplies are checked. he 2nd 
M.O. is stationed in the coach to be first loaded, along 
with his loading squads and nurses. The O.C. sorts 
out patients and ensures a steady supply to the 
leaders. After many rehearsals the whole machinery 
moves smoothly and methodically. The patients 
are brought from the carrier into a shed, where they are 
supplied with tea, biscuits and cigarettes by voluntary 
helpers, and sorted into categories. Thence they are 
entrained. During the train journey the patients are 
fed and medical attention provided. My word, how 
those boys caneat! Alllook better when in the train, 
for the sea passage has been rough and few have felt 
like food on the carrier. We are met at the end of our 
trip by willing helpers, with ambulances and buses to 
transport our “ load ’’ to hospital. Our train returns 
to port, for cleaning, washing, scrubbing and making 
up stores andequipment. There is a feeling of elation 
in the unit that our job has been carried out without a 
hitch—all patients on our roll accounted for, and no 
casualties en route. 

* * ~ 


Now that “ Lloyd George’s time ’ ” (as opposed to 
the devout old lady’s ‘‘ the Lord’s time ’’) has ended, 
the onset of darkness somewhere about four o’clock 
has emphasised the great change that has come over 
our lives. For all practical purposes, the last patient 
of the day must be seen at an hour which makes it 
possible for him to get home before the blackout, and 
classes and hospital work must be arranged so that 
students can do the same. We leave our consulting 
rooms and arrive home for tea, with a long evening in 
front of us, and only something really urgent will 
induce us to turn out again, driving our cars in the 
dangerous darkness. My general practitioner friends 
begin their evening surgery at 5.30 and go on till 7 
o’clock or so ; although panel patients do attend, and 
sometimes come late, most of the G.P.’s to whom I 
have spoken tell me that they are slack for the time 
of the year, and they too find themselves with 
unwonted time on their hands after they have 
finished. Before the war there was much talk in 
certain quarters of ‘‘ poverty in plenty,’’ and I can 
recall broadcast talks from distinguished persons on 
the ‘‘ problem of leisure,’’ which would have to be 
solved when we had organised our resources properly. 
Well, here it is—a leisure enforced by circumstances, 
something which we have not had for many a long 
year. Hitherto we have left undone so many things 
that we ought to have done, and we have had many a 
‘* mood indigo ’’ when we felt that thereby there is no 
health in us—books and journals unread, papers 
unwritten, time wasted with pot-boiling thrillers 
which we might have used for reading decent litera- 
ture, friendships: and personal contacts allowed to 
dry up and wither for lack of a little cultivation. 

To judge by conversations with my colleagues, 
many of us have so far surprised ourselves with our 
capacity for ‘‘ leaning backwards in a pensive dream.’ 
Sometimes we sits and thinks, and sometimes we just 
sits ; and we, who for years have seldom been in bed 
before midnight, now look at the clock and yawn, and 
stretch ourselves, and put the dog out, and turn into 
bed about ten or so, not grudgingly as though we were 
taking a dose of medicine but with a deep satisfaction 
akin to that of the little boy who finds a sixpence in the 
gutter and spends it lingeringly. ‘‘ The truth of the 
matter is,’’ said Colleague A, ‘*‘ we’re only just now 
realising how hard we have driven ourselves in our 
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work.”’ ‘* The truth of the matter is,’’ said Colleague 
B, ** that it’s 


‘a poor life this if, full of care, 
We have no time to stand and stare.’ 


” 


These were seniors, successful men in their particular 
jobs, and they sounded wistful. Junior Colleague C, 
however, has started going to evening classes twice a 
week, to learn German so that he can speak it. “I 
like the language,”’ he said, ‘‘ and I’ve had several 
shots at trying to learn itonmyown. Besides, it will 
be useful in the future to be able to talk fluently, at 
the end of the war.’ ‘‘ Win or lose ?”’ I asked, 
purposely misunderstanding him. He laughed. 
* Good heavens, it would be all the more important 
to be able to talk it if we did lose !”’ 


M edical News 


University of Cambridge 


The following have been appointed additional examiners 
for the final M.B. examination, part I, December 1939 ; 
Surgery > Mr. Geoffrey Keynes and Mr. R. H. O. B. 
Robinson. Midwifery : Mr. Aubrey Goodwin and Mr. 
J. McNair. 

The faculty board of medicine have withdrawn approval 
of courses in pharmacology held at institutions outside 
Cambridge, but students who on Oct. 1, 1939, had gone out 
of residence without attending the course in Cambridge 
may make application to the secretary of the board for 
leave to attend courses given elsewhere. 


Royal College of Physicians of Edinburgh 


The annual meeting of the college was held on St. 
Andrew’s day, when Dr. Alexander Goodall was re-elected 
president and the following were elected to form the council 
for the ensuing year : Dr. Edwin Bramwell, Prof. Charles 
McNeil, Dr. A. Fergus Hewat, Dr. D. M. Lyon, Dr. W. D. 
D. Small and Dr. A. Graham Ritchie. Professor McNeil 
was nominated vice-president. 


Royal Faculty of Physicians and Surgeons of — 


At a meeting of the faculty held on Dec. 4, with Dr. J. 
Souttar MeKendrick, the president, in the chair, James 
Paton Orr Erskine (Glasgow) and Alexander Slessor 
(Motherwell) were admitted to the Fellowship. 


Chadwick Public Lectures 


The trustees have now resolved to resume these lectures, 
and on Tuesday, Dec. 12, at 2.30 p.m., at 26, Portland 
Place, London, W.1, Sir William Savage will speak on 
the health aspects of canned foods. 

The lectures for the spring programme will be announced 
in due course. Further information may be had from the 
trust, at 204, Abbey House, London, 8.W.1. 


Course in Psychological Medicine 


Lectures and practical instruction for those preparing 
for a diploma in psychological medicine will be given at the 
Maudsley Hospital, London, 8.E.5 from January to May. 
Further information may be had from Prof. 8. Nevin, hon. 
director of the medical school, Central Pathological 
Laboratory, at West Park Hospital, Epsom, Surrey. 


British Institute of Philosophy 


The fourth address of the special series of free public 
addresses, entitled ‘* The deeper causes of the war and the 
issues involved,” will be given by The Very Rev. W. R. 
Matthews, dean of St. Paul’s, in the assembly hall (entrance 
in Craven Street, Strand) of the Royal Empire Society, at 
2 p.m., on Thursday Dec. 14. The series will be con- 
tinued in January and February, by Sir Richard Living- 
stone, Sir William Beveridge, Sir Richard Gregory, F.R.S., 
and Prof. Ernest Barker. Further information may be 
had from the director of studies at University Hall, 14 
Gordon Square, London, W.C.1 


MEDICAL NEWS 
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National Baby Welfare Council 


The name of the National Baby Week Council has been 
changed to National Baby Welfare Council, to show the 
increased scope of work which falls to the council’s lot 
under war conditions. The address of the council is 29, 
Gordon Square, London, W.C.1. 


A Maternity Home for Officers’ Wives 


The wives of many professional men who have sacrificed 
a large part of their income to take up a commission in one 
of the services would now find it impossible to pay the fees 
of the ordinary maternity home. Yet except under excep- 
tional circumstances they have no claim on accommoda- 
tion in the military maternity hospitals. To meet this 
need Mrs. Edward Baron has lent Fulmer Chase, a large 
house near Slough, for the duration of the war to be used 
as a maternity hospital for the wives of officers in the 
Royal Navy, the Army and the Royal Air Force. It is 
hoped to open the hospital on Jan. 15. It will have 28 
beds, a labour ward, an isolation ward, a lounge and a 
dining-room. A staff of consultants will visit the hospital 
several times weekly and there will be two resident medical 
officers. The patients will pay on a moderate scale and 
according to their means, and the fee for which they are 
asked will be inclusive. A number of gifts have already 
been received, including £150 a year to endow a bed. 
Those of our readers who would like to help people who 
are helping us all should send their contributions to the 
hon. treasurer of the council of the hospital, Sir Comyns 
Berkeley. Other members of the council are Dr. Frances 
Huxley, Dame Louise McIlroy, and Prof. W. Fletcher 
Shaw. Further information may be had from the hon. 
secretary, Miss L. M. Brooks, at the London Office, 60, 
Portland Place, W.1. 


Births, Marriages and Deaths 


BIRTHS 


CLIWE.—On Nov. 30, the wife of Dr. F. Temple Clive, of Benen- 
den, Kent—a daughter (stillborn). 

Day.—On Nov. 30, at Cambridge, the wife of Captain P. T. L. 
Day, R.A.M.C.—a son. 

STARKIE.—-On Novy. 30, at Creaton, Northants, the wife of Dr. 

E. T. W. Starkie—a son. 

STEPHENS.—On Dec. 4, at Ipswich, the wife of Dr. T. W. 
Stephens of Rhodesia—a daughter. 

TEARE.—On Dec. 2, at Umberleigh, Devon, the wife of Dr. 
R. D. Teare—a son. 


Zia MARRIAGES 


\ 


FIELDING—WEBSTER.—On Nov. 4, at Johannesburg, South 
Africa, Surgeon Lieut.-Commander Vivian John Fielding, 
L.R.C.P.1., R.N. retd., to Sylvia Inez Webster. 

MacLEAN—HARDAKER.—On Dec. 2, at Chelsea, Kenneth 
Smedley MacLean, M.B., of Elm Park Gardens, 8.W.10, to 
Joan Hardaker, of Bradford. 

REEKS-——WILKINSON.—On Dec. 2, at Kingston, Dr. John James 
Reeks to Brenda Wilkinson. 


DEATHS 


KEMPTHORNE.—On Dec. 4, at St. Austell, rear. Lieut - 
Colonel Gerard Aiea Kempthorne, DS M.R.C. 
R.A.M.C, retd., aged 6 

OLDHRAM.—On Nov. 26, at ee Ralph Stransham Oldham, 
M.D. Duabl., O.B.E. een medical officer to the Ministry 
of Pensions, aged 59 

PHILLIPS.—-On Nov. z. ‘at Hengoed, Glam., Edward Lawrence 
Phillips, M.D. Edin 

THORNLEY.—On Dec. 's, at Scarborough, John Hardwick 
Thornley, M.C., M.B. Edin. 

Visick.—On Dec. 3, at Eaeeen, Charles Hedley 
Visick, M.R.C.S., aged 8 





Clarence 


Appointments 


MacD1arMip, A. I. L., M.B. N.Z., F.R.C.S.E., resideat surgical 
officer at the Royal Infirmary, Preston. 

McK issock, WY.ik, M.S. Lond., F.R.C.8., hon. surgeon to the 
Burden Neurological Institute, Bristol. 

WILiway, F. W., M.S., M.D. Lond., F.R.C.S 
Burden Neurological Institute, Bristol. 


Medical Referee under the Workmen’s Compensation Act, 1925 : 
Dr. GEORGE GORDON-NAPIER, for ophthalmic cases in the 
county-court districts of Doncaster, East Retford, Mansfield, 
Newark, Nottingham, and Worksop (circuit No. 18). 


., hon. surgeon to the 
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NOTES, COMMENTS AND ABSTRACTS 


CUP OF TEA 


AN illuminative episode of these early days of war 
has been the outcry provoked by the mere suggestion 
that tea might be pooled. To pool petrol may have 
been an unfortunate necessity, to consider the 
** pooling ’’ of dried fruits and margarine may have 
been justifiable, but the mere suspicion that tea might 
be treated in the same manner received such a recep- 
tion that the Minister of Food hurriedly bowed before 
the storm. The medical profession had in the past 
laid at the door of the all-prevailing social habit of 
tea-drinking the responsibility for many minor 
digestive ailments. Does not tea contain tannin, 
and is not tannin a coagulator of protein ? Therefore 
tea must coagulate protein. So runs the argument. 
But now Halpenny and MacDermott (Canad. med. 
Ass. J. November, 1939, p. 449), using the appurten- 
ances of the modern clinic and laboratory, even down 
to barium meals, basal-metabolic rates and gastro- 
scopy, have come to the comforting conclusion that 
good tea, brewed for five minutes, produces mild and 
pleasant stimulation, in no sense corresponding with 
the violent, unpleasant action of its main components, 
caffeine and tannin, when these are given separately 
or in combination. They find that the effects of tea 
on gastric acidity and peptic activity are slight and 
variable and that it certainly does not increase 
acidity. Nor does it alter the basal-metabolic rate. 
They also observe incidentally that chemical analysis 
cannot be depended on as a guide to the quality of a 
tea. The tea-taster, they say, is still the supreme 
arbiter, and his judgment is practically infallible. 
The price of a tea, it seems, is quite a reliable index of 
its quality, for the lower the price the more likely is 
the tea to produce unpleasant clinical effects. Sucha 
short-term experiment as this (it lasted a month) may 
have little bearing on the effect of a life-time of 
tea-drinking, and the longest brew of tea used in 
these experiments (10 minutes) may have little 
relation to the brews usually consumed, but such 
objections will carry little weight with the vast 
majority of tea-drinkers who will feel that the teapot 
need no longer be hastily removed as the doctor 
enters. Halpenny and MacDermott have earned 
their eternal gratitude. 


CHEMOTHERAPY OF TRACHOMA 

SoME cases of trachoma have been improved by 
giving sulphanilamide in addition to local ocular 
therapy. Lain ' has observed a reduction of keratitis 
and pannus in thirty cases, and Kirk, McKelvie and 
Hussein ? reported benefit in twenty-five patients. 
Harley, Brown and Herrell * treated eleven cases with 
sulphanilamide or allied compounds, and noted 
subjective and objective improvement in every one. 
Four of their eleven patients showed intolerance to 
sulphanilamide which necessitated a change to 
Neoprontosil. They found that the best therapeutic 
response occurred in stages 2 and 3, and they say that 
trachoma probably falls into the group of diseases in 
which low or moderately low concentrations of 
sulphanilamide in the blood (3 mg. per 100 c.cm.) 
are sufficient to give satisfactory results when main- 
tained for about three weeks. They recommend 
neoprontosil by mouth, because of its low toxicity,when 
a long course is necessary, and when sulphanilamide 
is not well tolerated, but the results with neoprontosil 
are apparently not so dramatic as with sulphanilamide. 
Although the trachoma follicles do not disappear under 
such treatment, the conjunctival discharge clears up 
in four or five days, corneal ulcers heal and pannus 
is reduced. Good results have also been reported 
with a combination of oral administration and 
intramuscular injections. If these successes are 





1. Lain, B., Geneesk. Tijdschr. Ned. Ind. 1938, 78, 1025. 

2. =. R., McKelvie, A. R. and Hussein, H. A., Lancet, 1938, 
, 994. 

3. Harley, R. D., Brown, A. E., and Herrell, W. E., Proc. Mayo 
Clin, 1939, 14, 641. 


confirmed, this will be one of the few advances made 
in the treatment of this tragic disorder since the days 
of the Pharaohs. 


GOITRE IN FINLAND 

Poor Finland’s goitre problems are so serious that 
it is strange they have attracted so little attention 
outside. In Nordisk Medicin for Oct. 14, Dr. Johannes 
Wahlberg, who has been studying thyroid diseases 
in the country for the past 15 years, says that goitre 
is endemic in that part of the country which was 
continental at the end of the ice period when much of 
what is now Finland was ocean. In three areas he 
found goitre in about 10 per cent. of the young men 
liable to military service, and in his hospital material 
he found that women with goitre outnumber men 
in the ratio of 5 to 1. He finds both medicinal and 
radiological treatment slow and expensive, and 
advocates operation in most moderate and severe 
cases as being effective and cheap. As for prophy- 
laxis with small doses of iodine for children on the 
Swiss model, Dr. Wahlberg is inclined to wait and 
see, for he is not yet convinced that the gigantic 
national experiment in Switzerland can yet be 
considered a proven success. There is also the possi- 
bility of national differences in the way of idiosyncrasy 
to iodine ; such idiosyncrasy is far from being a 
negligible factor in Finland. 


HOSPITAL DIETS 

SHOULD public hospitals make any discrimination 
in their dietaries according to the social and financial 
status of their patients? Dr. Erling Rustung of 
Oslo has issued a questionary to 136 hospitals, from 
111 of which he has received replies (Tidsskr. norske 
Laegefor. Oct. 1, 1939, p. 1046). It transpired that 
68 were strictly impartial with regard to accommoda- 
tion and food ; 6 provided the same dietary for all, 
but had one-bed wards for the patients who could 
pay for them ; 29 provided for two classes of patients 
in accommodation and dietary; and there were 8 
with three distinct menus graded accordimg to their 
patients’ purses. Of the 68 with a uniform system 
of board and lodging, there were only 2 whose direc- 
tors thought that two menus were desirable. In one 
of these the statement was made that it would be 
economically impossible to give all the patients the 
better dietary, and that democratic principles must 
not be carried to such a pitch that residence in hospital 
remains a ‘‘ grey ’? memory for those in a position to 
offer themselves a little extra happiness. The oppor- 
tunity afforded a hospital to swell its revenues by 
letting well-to-do patients pay extra for extra food was 
also mentioned. But the consensus of opinion was 
voiced by one hospital director who wrote that after 
all feeding the patient is part of the treatment, and 
the grading of treatment in such a way that it is better 
for some than for others is an egregiously impossible 
notion. 


TYPHUS PROPHYLAXIS 

IN a discussion of the problems to which malaria and 
typhus may give rise in Poland this autumn and winter 
Prof. Heinrich Werner of Berlin (Dtsch. med. Wschr. 
Sept. 29, 1939, anticipates little trouble from malaria 
for many months to come. In the prevention of 
typhus among the army of occupation he considers 
delousing less important than artificial immunisation. 
Immunisation against typhus, he says, has made such 
progress since the last war that we are now very 
differently armed against this disease than we were 
in 1916-19. He gives an appreciative account of the 
active immunisation devised by Rudolf Weigl in 
Lemberg, and quotes Chodsko’s experiences in in- 
oculating 2800 persons in Poland with Weigl’s vaccine. 
No serious complications resulted from three succes- 
sive injections, and the effect was satisfactory. Obser- 
vations in North China, Egypt and Tunis on the action 
of this vaccine have also been encouraging. Werner 
goes on to describe the system of preventive typhus 
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DIMOL PARAFFIN 


R ) 
ee THE INTESTINAL ANTISEPTIC 


for PANEL PRESCRIBING 


Obtainable in two sizes: 4 oz. bottle in carton 104d. 8 oz. bottle in carton 1/6d. 
Dimol Liquid Paraffin will check bacterial growth, and is indicated in any condition arising from intestinal 
toxemia. It is specially valuable in cases of acute gastro-enteritis, intestinal fermentation, etc. 
The absence of gum or other “emulgents” renders it a hundred per cent. active, promoting normal 
comfortable evacuation without griping, allaying irritation to the delicate membrane, and suitable for any 
condition where an evacuant is needed. 
Samples and literature on request to: 


DIMOL LABORATORIES LTD., 34-40, Ludgate Hill, London, E.C. 4, 
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MERSON’S STERILE EYELESS NEEDLE SUTURES 


Obtainable from all Surgical Instrument Houses 
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Valentine’s Meat-Juice 


in Hospital and Private Practice and in 
their own persons when ill, Physicians 
have demonstrated the power of 
Valentine’s Meat-Juice to Sustain 
and Strengthen the weakened Vital 
Forces when the Digestive Organs 
are Impaired. 
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Debility, Exhaustion and Anzmia 





Ross H. Skillern, M.D., Laryngologist, Rush Hospital 
for Consumption, Philadelphia, Pa.: ‘‘\, myself, had 
the misfortune to be seized with an attack of Cerebro- 
spinal Meningitis and after a critical illness recovered. 
My mainstay during the attack was VALENTINE’S 
MEAT-JUICE, and | can assure it materially aided 
In my recovery.” 
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For Sale by European and American Chemists and Druggists 


VALENTINE’S MEAT-JUICE COMPANY 
Aw RICHMOND, VIRGINIA, U.S.A. 
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